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HAPPY NEW YEAR 


The United States on this New Years Day, 
is on its second year of war. Much has been 
accomplished in the year which has just ended. 
Thousands of planes, tanks, and many other es- 
sential appliances of modern warfare have been 
sent to all parts of the world. 


It is no longer a defensive war, but already 
the United Nations have started offensives on 
several fronts.. The American soldier’s and 
sailors are receiving the best medical care given 
to warriers anywhere in the world. Thousands 
of the thoroughly competent physicians of this 
country are on duty wherever members of the 
fighting forces are located. 


Illinois has responded nobly, indeed, and there 
are nearly 4,000 physicians from this state now 
in service. The United States is and always has 
been a peaceful nation and being at war is not at 
the request of our people but through most un- 
fortunate circumstances which came not from 
the desires of the American people. 


The citizens of the United States are willing 
to carry on in civilian life to turn out the arma- 
ments, food and many other supplies necessary to 
bring the war as speedily to an end as is human- 
ly possible. They are willing to take the many 
necessary sacrifices and be denied the many 
blessings enjoyed normally only in a Democracy. 
Our farmers with their enforced reduced help, 
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will carry on in providing the essentials of life 
to all. 


The members of the medical profession must 
carry on even though in many communities 
throughout the country, there remains only 
enough physicians to give adequate medical care 
through working longer hours and giving up 
many non-medical activities they have enjoyed 
in the past. 


Physicians will continue to attend medical 
meetings, even though they may be unable to 
travel the distances to meetings as many have 
done in recent years. Our Medical Journals 
will carry on, cooperating in every way possible 
in the war effort and at this time it seems quite 
probable that the number of pages in each issue 
will be reduced 10% with these unusual condi- 
tions confronting us. The Illinois Medical Jour- 
nal, the Editorial Board, Journal Committee, 
Editor and Business Manager wish one and 
all of the thousands of readers — A Happy New 
Year. 


THE HONOR ROLL 
We are publishing in this issue of the Illinois 
Medical Journal, a list of physicians from Illi- 
nois now in the armed forces. The list is prob- 
ably not complete, as occasionally the reporting 
of physicians entering service is delayed for 
several weeks. The long list however, shows 
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conclusively that Lllinois is not a slacker state, 
and that the medical profession has responded 
nobly to the call of the Government ia medical 
personnel. 


There are many communities throughout Illi- 
nois where the minimum requirement of phy- 
sicians to civilian population now exists. There 
are some communities where physicians are 
needed, and efforts are now being made to re- 
place physicians from communities where they 
can be spared, to the places in need of additional 
physicians. This of course, is done on a volun- 
tary basis. 

It is believed by those who have given much 
thought to the problem, and have made careful 
studies of the present situation in Illinois, that 
it may not be necessary to bring in physicians 
from other states, so long as re-locations within 
the state will meet the present requirements. 


Likewise every effort will be made to supply 
essential physicians for industries, ordnance and 
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other essential plants, for the care of the essen- 
tial workers is highly important in the present 
war effort. 


Anyone looking over this long list of medical 
officers in the armed forces, and noting that 
someone has been overlooked, should notify the 
Secretary of the omission as soon as possible, 
and additional lists will be published in an early 
issue of the Journal. At this time other Illinois 
physicians are entering service daily, and it is 
possible that a number of recently inducted of- 
ficers will not appear in this list. 


To those members of the medical profession 
who are in service on the seven seas, or the five 
continents, the Illinois State Medical Society 
sends greetings. We all know that each of you 
will do the work to which you are assigned, ef- 
ficiently and satisfactorily. We are all thinking 
of you and will wait patiently for the day when 
you are safely returned for civilian duties. 
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Ailxj. Lemuel £. Day 
1896 - 1942 


Death came to one of Illinois State Medical 
Society’s best known members when Maj. 
Lemuel E. Day died of heart failure in the 
jungles of New Guinea while serving his coun- 
try. 

Maj. Day graduated from Rush Medical Col- 
lege in 1925. He was actively interested in all 
affairs of the Society, and served as a member 
of the Council since his election in May of 1933. 

Memorial Services were held for Maj. Day 
on Sunday, January 10th at the Sauganash Com- 
munity Church in Chicago at 3:00 p.m. 

For the following stirring and detailed story 
of his heroism and death by George Weller, we 
are indebted to the Chicago Daily News Foreign 


Service. 
* *« 


CHICAGO DOCTOR DIES 


A HERO IN PAPUA 
By GEORGE WELLER 


SPECIAL RADIO 
To The Chicago Daily News Foreign Service. 
Copyright, 1943. The Chicago Daily News, Inc. 

With American Forces in New Guinea, Dec. 26— 
(Delayed)—In the spotted light and shade of the 
creeper-hung Papuan jungle, the phonograph’s voice 
sounded thin and unreal. It was hot, sticky and op- 
pressive, with New Guinea’s marsh-borne odor of 
aged mud and dried kunai grass. The phonograph was 
playing “Beautiful Isle.” 

No leaf stirred. Finally the record came to a close 
and the music ceased. The body of Maj. Lemuel Ed- 
ward Day of Chicago, the most beloved surgeon of 
the American forces battling in the bitter mud of 
Papua, was lowered with all care into his grave. 
There was no flag to cover him, no bugler to sound 
taps. This is a deadly war going on here and military 
appurtenances like flags and bugles are still far away. 

But the staff of his small and much-bombed field 
hospital felt that they had to do something for “Pop” 
as they called him. So, after the Baptist chaplain, 
Almus B. Polsgrove of Tupelo, Miss., and Charleston, 
S. C., read the funeral service, they wound up Pop’s 
old phonograph which had been played to cheer them 
up in the grassroofed hospital’s hardest times, put on 
his favorite “Beautiful Isle” and played that. 

Gave His Life Like Soldier 

It was something extra because, although sacrifice 
is the law of medicine, few give their lives as Pop 
Day gave his. 

“Pop gave his life to the Papuan campaign just as 
certainly as any soldier who falls fighting his way 
across the swamp,” said Capt. William F. Edwards of 
New Albany, Ind. 


EDITORIALS 








Maj. Lemuel E. Day 


Day, well known on Chicago’s Northwest Side for 
his private practice, was a big man, weighing 234 
pounds. His incredible labors in great danger in the 
campaign on the northern side of the Owen Stanleys 
had pared his muscular figure down to about 200. 
When he passed away, sleeping in a tent with six 
fellow doctors, his normally dark hair had turned 
wholly gray. 

He left his home at 6142 N. Kirkwood av., his 
wife, a 16-year-old daughter and twin 14-year-old boys 
at a time when he might reasonably have stayed out 
of uniform. He died here in the jungle two days 
before Christmas, which would have been the 20th 
anniversary of his marriage, and two days after re- 
ceiving a silver star for heroism during the bombing 
of his hospital. 

“What gets us,” said his fellow doctors, Maj. Peter 
Gaberman of Chicago, Capt. Leonard K. Stalker of 
Buffalo and Lt. Julius J. Gutow of Flint, Mich., “is 
that he was always so solicitous of everybody else’s 
welfare.” 
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Died with Japs Overhead 

Day died of heart failure during the night when 
some Jap bombers which had before harassed his 
hospital with bombing and strafing were overhead. 
But on his last evening, he was as busy as ever when 
the air alarm sounded, getting wounded soldiers into 
slit trenches. 

Day was head surgeon of the board taking Chi- 
cago doctors for the Army. Asked why he himself en- 
listed, he said: 


“I was having difficulty getting enough surgeons of 
the right kind. So I said to myself, “well, if I’m 
getting doctors why shouldn’t I go myself?” 


Day entered the Army on June 15 and received 
orders to go overseas in July, joining under Col. H. 
B. Wolowitz of Hackensack, N. J. On Nov. 24, the 
hospital Day had set up after flying across the moun- 
tains to a secret airfield, was bombed and the next 
day it was strafed by Zeros, despite the 40-foot 
Geneva cross on the ground. Five days later, on 
Nov. 30, a Jap bomber came low, strafed three times, 
then dropped a demolition bomb which blew Capt. 
Edward’s glasses from his face. Then followed the 
war anniversary attack on Dec. 7. 


Bombs Kill Nine in Hospital 
In this deliberate and inexcusable attack, nine pa- 
tients were killed, another body of one who crawled 
away to escape Jap fire having been discovered in the 


grass the afternoon before Day’s death. When the 
bombing began, Day was amputating on his crude op- 
erating table of reeds bound together with withes. 
He suffered his first heart attack then. Although 
continually exhorted by his close collaborating sur- 
geon, young Capt. Lloyd Taylor of Oklahoma City, 
to relax his labors, Day insisted on working at vir- 
tually the same 24-hour pace. 


Day’s last words when the night bombers passed 
over were addressed to Taylor. The young doctor had 
asked permission when emerging from a slit trench to 
place his trousers on Day’s bed. Day’s character- 
istically warm response was, “Why you know, son, that 
in my eyes you can never do wrong.” 

Proud of ‘Flying Hospital’ 

During the air raid itself, Day was explaining to a 
Red Cross man and James Stewart of Oneonta, N. Y., 
how his “flying hospital” had been so speeded up 
that he could go anywhere trucks and trailers were 
available — though dependent on jeeps here — and 
be prepared to do major operations “with sterilizers 
steaming” in one hour and 40 minutes, 

Day’s estimate of himself was, “I’d make a poor 
Army commander because I am _ not hard-fisted 
enough.” 


Day’s soothing words, “You'll be all right, fellow, 
in a little while,” were heard by many Americans and 
Australians as he bent above their beds. He hated 
being bombed principally because it affected his work 
and called the attack the “most depressing thing that 
ever happened in my life.” 
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Day, who now, at 46, shares a small cemetery with 


three fallen Australians and three Americans, felt 
himself more deeply involved in the war because the 


brother of his wife, Lucille E. Day, was killed in the 
Philippines. 


Here is what those enlisted men who worked under 
Day told your correspondent they thought of him. 


Louis Williams of St. Louis: 
wonderful man I ever met.” 

John Jacobsin of 5438 N. Luna av., Chicago: 
was the jovial kind and nice to work with.” 

George Lutiger of 5322 W. Van Buren St., Chi- 
cago: “As a commander, the major was tops.” 

Frank Glab of 1318 N. Wolcott av., Chicago: 
was our grand old man.” 

William J. Storm of 1350 Newport st., Chicago: 
“The major was like a father. He always treated 
his patients and ourselves swell.” 

Sidney Thomson of 2924 N. Major, Chicago: “Day 


was a helluva swell fellow and a good boss to work 
” 


“He was the most 


“He 


“Pop 


for. 

Harold Wells of 146 W. Washington, West Chi- 
cago: “No grander guy and doctor ever lived than 
Maj. Day.” 

Lawrence Stanton of 3907 Greenview av., Chicago: 
“No matter how smal) a soldier's wound, the major 
always looked after him personally and took care that 
he recovered. He was our daddy, that’s all.” 

Corp. Alois Vogt of Dubuque, Iowa: “The major 
was a father fo every one of us.” 


Diary Describes Bombing 

The following are excerpts from Day’s journal: 

Dec. 7, 11:30 a.m.: On this first anniversary of the 
Pearl Harbor episode, as we were preparing an ap- 
pendectomy on an Australian soldier, we were at- 
tacked by three enemy dive-bombers who raked us 
with machine-gun fire and dropped two bombs near 
Wards 3 and 4 resulting in the death of three patients 
in Ward 3 and five in Ward 4 and the wounding and 
mangling of 30 to 40 other patients. At approximate- 
ly 1:30 p.m. a formation of 18 enemy bombers, 
screened by Zeros, interrupted our work on previously 
injured men, flying over our entire field and dropping 
bombs of various types. This terrifying experience 
resulted in the mangling of the legs of two of the 
men, one of whom was a patient, the other probably 
on his way to the hospital. 

Dec. 8: Waiting to receive sick and wounded from 
the front to care for them until the earliest possible 
plane for evacuation to Port Moresby. Definite treat- 
ment can never be practicable in this jungle. 


Fever Patient Wanders Away 
Dec. 15: During the night one of our fever pa- 
tients became delirious and leaped from bed, crawled 
under the side of the tent and disappeared into the 
jungle. Efforts to find him were unsuccessful. The 
Quartermaster detachment in the village was notified 
so it would not shoot him by mistake. At 1:30 this 
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afternoon he was picked up near the village wandering 
in a daze and promptly evacuated on the next plane. 

Dec. 17: The moon is a little more than half full. 
Two times recently evening reconnaissance planes 
have more or less covered this entire area. Tonight 
at 10 o’clock, two squadrons of bombers dropped 
about 25 bombs, none of which landed close to the 
hospital. 

Dec. 18: After last night’s bombing enemy bomb- 
ers were back again at 2:30 and 5:30 this morning 
dropping some bombs each time, none of which hit too 
near us. Little sleep was had by anybody. Again 
they were back over the area and within hearing dis- 
tance for two hours. About 20 bombs were dropped, 
none of which landed near us. Night life when there 
is moonlight is spent half in bed, half in the trenches 
— a somewhat ghastly nightmare. 

Saturday, Dec. 19: The moon was just short of 
full but nature kindly provided clouds and a down- 
pour of rain. Asa result enemy planes were not over. 
We pray for more clouds and more rain at night 
until the bright moonlight phase has passed. 


That was the last entry in Day’s notebook. 





THE MEDICAL PROFESSION 


NOTE: The following tribute to the medical 
profession recently came to the office of the 
Editor, and we are publishing it as submitted, 
to show what others think of the doctor. 

Do you ask me, What think I of Medicine as 
Would you have me list the 
qualifications and the duties and the obligations 
of him who would practice it honestly, efficiently 
and joyfully? 

The “Ministry” is the purest, most unselfish 
and altruistic of all callings, because in a word 
ii demands so much and yields so little — so 
little in bread and butter and clothes and gold 
and worldly pleasures. On the other hand, the 
Ministry demands what? A very great deal — 
a robust virile body, an acutely active clean 
mind, both of them scourged by self denial so 
that they may ever withstand the constant keen, 
aye skeptical, criticism of a cynical world! 

Finally the Ministry yields what? All that 
priceless satisfaction which warms one’s inners, 
the inevitable lot of him who deliberately de- 
votes his life to sacrifice, sacrifice to his fellow- 
man, to his God, and Gentlemen, I say to you 
“Medicine and Ministry are cut from the same 
cloth.” 

What think I of Medicine as a profession? 
It is a glorious vocation and those within it fold 
are the envy of those without. The average hu- 


a Profession ? 
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man being builds as strenuously as the coral 
insect, and like it, he disappears, content if he 
has left some minute constructive atom in this 
topsy-turvy world. But the physician who 
through knowledge, skill, personality or kind- 
ness is able to smooth one wrinkle from the 
brow of care, or change one moan or sob into 
blithesome song, or wipe away one tear, and 
in its place put a shining jewel of joy, such a 
man is indeed a benefactor. He lives, he 
breathes, he exudes his own God-given individ- 
uality. 


And so when Death comes to the Physician, 
then even as our earthly sun goes below the 
horizon and yet is not set, since the heavens 
glow indefinitely after its departure, so even 
after the vital spark of the “Doctor” goes out, 
the radiance of his personality illumines the sky 
of his world ad infinitum. 





PAPERS FOR THE 1943 ANNUAL 
MEETING 


The Illinois State Medical Society is planning 
to hold the 1943 annual meeting scheduled for 
Chicago, on May 18, 19, 20 at the Palmer House. 
At a recent meeting this matter was thoroughly 
discussed by the Council, then later by the Com- 
mittee on Scientific Work and plans are now 
being made for an outstanding program which 
it is hoped will be of general interest to all 
physicians. The 1943 meeting will be considered 
a war meeting, and efforts will be made to fea- 
ture the role of medicine in war time and also 
extend invitations to the many medical officers 
in the Army and Naval forces stationed in. II- 
linois to attend the meeting and participate in 
the discussions. 


There will be more general sessions scheduled 
than usual, with all of the scientific sections 
participating, but provisions will be made for 
individual sections to conduct their own technical 
sessions during the meeting. 


Members of this Society who desire to present 
papers before any of the sections are requested 
to write to the officers of the proper section 
giving the information, and including the title 
of the paper, and a short synopsis or abstract so 
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that the officers will be better enabled to de- 
termine whether or not the paper will fit in 
with the program scheme, and also keeping in 
mind the fact that with so many general sessions, 
there will be less time than usual available for 
technical subjects. 


SECTION OFFICERS — 1943 
SECTION ON MEDICINE 


* M. Herbert Barker, Chairman 
700 N. Michigan Ave., Chicago, II. 
Chauncey Maher, Vice-chairman 
6 N. Michigan Blvd., Chicago, III. 
George B. Stericker, Secretary 


J. R. Buchbinder, Secretary 
104 S. Michigan Ave., Chicago, III. 


SECTION ON EYE, EAR, NOSE & THROAT 


G. Henry Mundt, Chairman 
30 N. Michigan Ave., Chicago, II. 
George H. Woodruff, Secretary 


SECTION ON PUBLIC HEALTH & HYGIENE 


Henry C. Niblack, Chairman 
/, Hubbard St., Chicago, IIl. 


R. R. Cross, Secretary 
Til. 


Til. 


Fay Squire, Secretary 
1753 W. Congress St., Chicago, III. 


SECTION ON PEDIATRICS 


Robert Cummings, Secretary 
400 E. 79th St., Chicago, II. 


SECTION ON OBSTETRICS & GYNECOLOGY 
Clyde J. Geiger, Chairman 
4753 Broadway, Chicago, III. 
C. J. Heiberger, Secretary..« ocescscccs ane 
Peoria, III. 


* In service. 
** A vice-chairman to be appointed. 
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NOTE: The Section on Pediatrics and the Section 
on Obstetrics and Gynecology are required to 
divide the time equally during the meeting, and 
cannot meet simultaneously unless in joint ses- 
sion. 

Physicians interested in presenting papers at 

the 1943 meeting should write te the above 

named officers. 





NATIONAL CONFERENCE ON 
MEDICAL SERVICE 

The 1943 annual meeting of the National 
Conference on Medical Service will be held at 
the Palmer House, Chicago, on Sunday, Feb- 
ruary 14, 1943, beginning at 9:00 A.M. The 
officers for this meeting, are J. D. McCarthy, 
M.D., President, Omaha, Nebraska, and W. L. 
Burnap, M.D., Secretary, Fergus Falls, Minne- 
sota. 


The program being arranged will be most 
timely and will be devoted principally to a dis- 
cussion of present day war problems, and some 
of those pertaining to medical practice im- 
mediately following the war. 


This organization is unique in that it has no 
definite membership roll, there are no annual 
dues, and every physician is cordially invited to 
be present and participate in the deliberations 
throughout the day. A complete program will 
be published in the February Illinois Medical 
Journal. 





Vote:— 


Publication of the Honor 
Role in this issue of the 
JOURNAL makes if nec- 
essary to omit the Clin- 
ico-pathological Confer- 
ence. This popular de- 
partment will appear in 
its regular place in the 
February issue. 
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AGED PUBLIC ASSISTANCE 
RECIPIENTS AND THE 
MANPOWER SHORTAGE 
By WALLACE W. CLARK 
ACTING SUPERINTENDENT 


Opportunities for elderly persons to hold jobs 
or secure new ones are apparently better than 
they have been for several years. 

The marked decrease in the number of applica- 
tions for Old Age Assistance during the year 
ending June 30, 1942, and the change in the 
ratio of men to women who have been given Old 
Age Assistance grants in the last year indicate 
that the period of self-support for older persons 
is longer than it has been at any time since the 
enactment of the Old Age Assistance law. 


During the year ending June 30, 1942, the 
smallest number of applications in the history 
of the Division was filed—a decrease of 19 per 
cent under the former year, and of 32 per cent 
under the year 1940. The number of applica- 
tions filed was 5,620 less than in 1941. The 
total number of applications filed was 23,389. 
In 1941 the figure was 29,009; in 1940, 32,050. 


FEWER GRANTS GIVEN 
The increase in the number of recipients 
added to the Old Age Assistance roll from June 
30, 1941, to June 30, 1942, was 3,773, the low- 
est increase in any year in the Division’s his- 
tory. Furthermore, relating the total number 
of recipients on the assistance roll at the end 
of the 1940-1941 fiscal year to the increase, the 
percentage increase was only 2.5 per cent dur- 
ing the year 1941-42 as compared with 6.2 per 
cent for the previous year. 


MEN AND WOMEN 

Fifty-two per cent of the persons in Illinois 
65 years of age and over are women. But the 
number of women added each year until 1940 
to the recipient roll has been smaller than the 
number of men. Since 1940, however, the num- 
ber of men granted Old Age Assistance has de- 
creased more rapidly than the number of women 
and the ratios of men to women who have been 
given assistance grants have been reversed. Dur- 
ing the 1938-39 fiscal year the men to whom 
Old Age Assistance grants were given were 52.7 
per cent of the grantees; in 1939-1940 they 
were 49.7 per cent; in 1940-1941, 47.5 per cent; 
in 1941-1942, 46 per cent. Between 1940-1941 
and 1941-1942 the number of men to whom 
grants were given decreased 14.7 per cent and 
the number of women, 9.3 per cent. These fig- 
ures indicate that longer periods of employment 
for older men, as a result of the shortage of 
manpower during the current emergency, may’ 
be responsible for a lengthened period of inde- 
pendence. 


THE EMPLOYMENT SURVEY 


In February, 1942, a survey was begun in all 
County Departments of Public Welfare of a sam- 
ple group of recipients under the age of 75 to 
learn their former occupations, ages, and physical 
ability and willingness to accept employment. 
The men whose work experience had been in 
agriculture or skilled and semi-skilled labor 
were asked if they were able and wished to re- 
turn to work, if jobs were available. Emphasis 
was placed on the facts that return to employ- 
ment was entirely voluntary, and that when a 
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job was terminated the recipient, if still eligible 
for Old Age Assistance, would be immediately 
reinstated on the Assistance roll. Willingness 
to accept employment was shown by a large 
number of recipients, but their physical ability 
was found to be insufficient for sustained labor. 

Based upon the findings of this survey it is 
estimated that 1,830 men recipients of Old Age 
Assistance are willing and able to work if jobs 
are available for them. These men want to go 
to work in order to become self-supporting and 
to contribute all the labor of which they are ca- 
pable. 

Six hundred and seventy-five, or approximate- 
ly 37 per cent of the group who wish to go back 
to work and are able to do so have had agricul- 
tural experience as farm owners, tenants, or 
farm laborers. The others are skilled and semi- 
skilled laborers. Of this laborer group, 273 
have had factory experience; 368 have worked 
in the building trades; 514 in miscellaneous in- 
dustries. 


WHY NUMBER IS SMALL 

One of the principal factors accounting for 
the relatively small proportion of recipients who 
are able to accept employment is advanced 
age. The average age of recipients at the time 
Old Age Assistance grants are made to them is 
68.5 years. The average age of all recipients 
currently receiving Old Age Assistance is esti- 
mated to be 73 years. 

From the Division’s experience, aged persons 
in Illinois apply for and receive grants only 
when no other source of support is available. 
Only one out of every four persons 65 years of 
age and over in Illinois receives Old Age Assist- 
ance at this time. The fact that three out of 
four aged persons do not receive Old Age Assist- 
ance indicates that those persons who reach the 
Old Age Assistance roll have sought this form 
of aid only after every effort to maintain finan- 
cial independence has been exhausted. 

Another reason these aged persons hesitate to 
seek full-time employment is that almost one- 
half of all Old Age Assistance recipients are 
under the care of a physician for some form of 
disease or physical disability. Many aged men 
on the recipient roll may be in fair physical con- 
cition themselves, but their wives are ill and 
must rely upon the housekeeping, and upon the 
bedside or nursing care of their husbands. 
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It may also be observed that many recipients 
who are unable to accept full-time employment 
are able to and do engage in part-time work. 


PLACEMENT EFFORTS CONTINUE 


Through the United States Employment Serv- 
ice and local community groups who are work- 
ing to meet the necessary labor demands in vari- 
ous parts of the state, efforts are being made to 
find suitable jobs for recipients willing to go 
hack to work whose work experience and physical 
ability can be advantageously used. 

The Welfare Bulletin, Sept., 1942 


WAR SURGERY MEETING 


At a time of national emergency, such as we 
now face, intellectual forces aptly adapt them- 
selves to circumstances under which they must 
advance. ‘Therefore, to fill the need for inspira- 
tion and information with regard to the war 
medical problem, two great medical societies, 
the American Academy of Orthopedic Surgeons 
and the Clinical Orthopedic Society, have com- 
bined their annual meeting to meet his chal- 
lenge. This joint meeting will be held on Jan- 
uary 17, 18, 19, and 20, 1943, at the Palmer 
House in Chicago. The keynote of this oc- 
casion will be “War Surgery” and its applica- 
tion to civil practice. Those members of the 
medical profession in good standing, who are 
interested in bone and joint surgery and its al- 
lied fields, may have the privilege of attending. 

There will be four sections of interest con- 
nected with this program. 

. A clinical program. 
2. A general scientific assembly. 
3. An instructional section. 
(a.) Group discussion courses. 
(b.) Motion pictures of surigcal methods 
and technique. 
4. Scientific exhibits. 


The speakers and faculty are drawn from the 
leading surgical authorities of this country, as 
well as distinguished guests from England, Can- 
ada, South America and the Hawaiian Islands. 
These will include a sizable group of Army and 
Navy Surgeons who have had to deal directly 
with the war casualties from across both oceans. 


Thorough, concise, short discussion courses 
will be offered on the following subjects. Each 
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will have an outstanding faculty, many of whom 
are in military service. 

I. Surgery of the Hand 

II. Fractures 

III. Peripheral Nerve Injuries 

IV. Amputations 

V. Lame Backs 

VI. Surgery of the Hip 

VII. Surgery of the Knee 

VIII. Burns and War Plastic Procedures 

IX. Foot Disabilities 

X. Differential Diagnosis of Bone Pathology 

XI. Reconstructive Surgery Following Trau- 

ma of the Supper Extremity 
XII. Surgical Anatomy 


There will be several special features in con; 
nection with the general program. 

A. An afternoon devoted to “Complicating 
Trauma Associated with Orthopedic casualties.” 
This will include a discussion of the following 
subjects. 

. “Shock — Its Early Recognition and 

Treatment.” 

. “Blast, Crush and Compression Injuries.” 

. “Thoracic Injuries.” 

. “Head and Spine Injuries.” 

5. “Gunshot Injuries to Abdomen.” 

}. “Injuries to Genito-Urinary Tract.” 

. One evening will be devoted to the subject 
of “Chemotherapy in the Treatment of Wounds,” 
with eminent authorities who have studied the 
subject from various angles. 

C. Another evening will be given to a debate 
on “The Kenny Treatment for Anterior Poli- 
omyelitis.” 

There will be no time for play. Morning, 
afternoon and evening will be devoted entirely 
to the problems as they have been outlined. As 
has been stated previously, members of the med- 
ical profession who are interested in such a 
program are welcome to attend, and may re- 
ceive an invitation by writing to the Secretary, 
Dr. Myron O. Henry, 401 Medical Arts Build- 
ing, Minneapolis, Minnesota. If you expect to 
attend, hotel and railroad reservations should 
he made early. 
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PHARMACIST’S ROLE IN VENEREAL 
CONTROL 4 


Pharmacists are playing an important role in 
the wartime control of venereal diseases, the 
American Social Hygiene Association announced 
today in making available to the medical profes- 
sion a report based on a recently completed sur- 
vey. 

Drugstore counter prescribing for syphilis and 
gonorrhea has greatly decreased, the Association 
reports. Forty-six cities in fifteen states were 
visited, and 716 drugstores studied. Only 11 
percent of the drugstores visited offered diag- 
nosis and treatment for conditions presumed to 
be syphilis and gonorrhea. Thirty-two percent 


‘sold remedies on specific request but did not 


attempt to diagnose, and 57 percent urged im- 
mediate and well qualified medical care, and in 
a large proportion of the drugstores where rem- 
edies are stocked and sold, the druggist advised 
that “self medication is bad and dangerous busi- 
ness.” 


This survey showed a decided improvement 
over conditions found in 1939 and 1940. Dur- 
ing 1939 under the cooperation of the United 
States Public Health Service and the American 
Social Hygiene Association, a similar survey was 
made in thirty-five cities covering twenty-six 
states. In these communities, 1,151 drugstores 
were visited. Tabulation of the results of the 
interviews showed that in 62 percent of the 
drugstores visited offers were made to diagnose 
and treat syphilis or gonorrhea. In 31 percent 
the persons consulted did not attempt diagnosis 
but offered for sale a variety of patent remedies, 
and only 7% percent of the whole number refused 
to make a diagnosis or sell remedies. Many of 
the druggists in this small group took the time 
and trouble to advise the patient to seek ade- 
quate medical care and make an honest effort 
to dissuade him from any attempt of self medica- 
tion. 


The report of the survey was published in 
“Venereal Disease Information” in January, 
1940. It received wide publicity and led to the 
formation of the Joint Committee of the Amer- 
ican Pharmaceutical Association and the Amer- 
ican Social Hygiene Association, organized to 
bring about closer cooperation between physi- 
cians and the pharmacists in eradicating syphilis 
and gonorrhea. This Committee has constantly 





10 ILLINOIS MEDICAL JOURNAL 


urged druggists to follow, with reference to 
venereal diseases, the principles of ethical prac- 
tice enumerated below: 
1. The pharmacist should make no diagnosis. 
2. The pharmacist should not prescribe for 
patients. 
3. The pharmacist should refer patient to 
physicians. 

. The pharmacist should not sell “patent 
medicines” and thus encourage self medica- 
tion of these infectious diseases. 

. The pharmacist should distribute literature 
of an informational nature regarding syph- 
ilis and gonorrhea. Such material may be 
obtained from health departments and 
from the American Social Hygiene Asso- 
ciation. 

. The pharmacist should cooperate with the 
pharmaceutical society and official and 
voluntary health agencies in promoting 
high professional standards. 

. The pharmacist should stock and sell only 
reliable products for chemical and mechan- 
ical prophylaxis of venereal diseases, and 
provide reliable information regarding the 
value and limitations of accepted pro- 


phylactics used under approved conditions. 
When subsequent soundings were made dur- 
ing 1940 in many of the thirty-five cities orig- 
inally studied, a decided trend away from the 


former conditions was discernible. In many 
drugstores where diagnosis and treatment had 
been offered, counter prescribing and the sale of 
nostrums were no longer practiced. In their 
places many druggists recommended competent 
physicians and various venereal disease clinics. 
This trend away from counter prescribing for 
venereal diseases has continued as proven by 
the recent 1942 survey. 





STATE MATERNAL WELFARE 
PROGRAM FOR 1943 

We are submitting our new program to fa- 
miliarize all the readers of the Journal with the 
work of the Illinois State Maternal Welfare 
Committee. This program is strictly an educa- 
tional one but has borne fruit in a very satis- 
factory manner in the past and is worthy of the 
support and cooperation of all the medical or- 
ganizations of the State. 

I am particularly interested in calling the at- 
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tention of the President and Secretary of each 
county medical society to the importance of re- 
placing immediately any county chairman who 
has died or been called to the service in order 
that we may keep our organization up to date 
and carry out our program. 

We also want to encourage the continuation 
of the programs on prenatal care before med- 
ical societies and lay groups, as only by a con- 
tinued active campaign on this all important 
subject can the proper interest be maintained. 
We must not lose sight of the fact that this 
is a medical problem and although we are all 
required to do more work than under normal 
circumstances this educational campaign must 
be continued and if we fail to do this it will 
be done through some other agency by social 
workers. 

T. B. Williamson, M.D. 
Chairman 


SUGGESTIONS FOR COUNTY MEDICAL 
SOCIETIES AND COUNTY CHAIRMEN 
Committee on Maternal Welfare of the IIli- 

nois State Medical Society feel that the adop- 

tion of the following suggestions by the County 

Medical Societies will lower the Maternal and 

Infant death rate within our State. 

1. More emphasis should be placed on adequate 
prenatal care: 

a. Monthly visits up to the seventh month 
then every two weeks — history — phy- 
sical examination including pelvic meas- 
urements — weight and dietary instruc- 
tions. Laboratory work consisting of 
urinalysis, Kahn, blood counts including 
red, white and hemoglobin, should be 
done, preferably on the first visit. 

. We recommend that each County Medical 
Society appoint a Maternal and Child Wel- 
fare Committee whose duties should consist 
of : 

a. Investigate maternal, fetal and early in- 
fant deaths for constructive study in re- 
ducing mortality. Postmortems on neo- 
natal deaths should be encouraged. This 
investigation to be carried out by the 
County Chairmen and other physicians ap- 
pointed by local medical society; all in- 
formation pertaining to this study be kept 
in the hands of the Medical Profession. 

. Have an adequate number of programs 
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of maternal welfare and pediatric subjects 
before local society and hospital groups 
to meet the need of that community. 

. Encourage the educational program among 
the nurses of the community by such 
means as moving pictures and special lec- 
tures and special invitations should be 
rendered to attend obstetrical and pedia- 
tric programs before medical groups. 

d. Encourage any improvement of local hos- 
pital facilities for better maternal care. 

. We suggest that the Chairman of the Mater- 
nal Welfare Committee be designated as the 

County Chairman and be responsible for the 

furthering of this program in his respective 
county with the cooperation of local Medical 

Society. 

We suggest that he appoint a permanent 
Maternal Welfare Committee composed of 
professional and lay groups to further the 
program of lay education. 

4. Encourage postgraduate work and refresher 
courses among the physicians. 

5. We recommend consultation in all Obstetrical 
complications. 

6. Encourage programs on Maternal Welfare be- 
fore hospital staff. 

?. We recommend that physicians stress the 
danger of abortions. 

8. Avoid indescriminate use of Oxytoxic Drugs 
especially in first and second stage. 





PROTESTS MOVE TOWARD 
REGIMENTATION 


One of the boldest and least defensible moves 
yet made toward regimentation of doctors and 
their patients is that recently suggested for the 
Chicago Board of Health. This proposes that 
pregnancy be made reportable to the Board of 
Health as soon as diagnosed. The woman may 
tentatively select her own obstetrician, but if he 
fails to please the Health Department, it would 
Temove the woman from his care and place her 
under the care of some doctor or institution — 
presumably a clinic, that happened to be in the 
good graces of the Health Department. There 
is little to be said in favor of this idea and much 
to be said against it. It is an unwarranted in- 
vasion of personal and family privacy. It would 
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undoubtedly tend to keep pregnant women from 
consulting a physician until late in pregnancy 
because many women do not wish the fact of 
their pregnancy published to the world at large. 
It would deny, or at least seriously interfere 
with, the patient’s right to choose her own physi- 
cian. This was a privilege which the Federal 
Government was careful to respect in furnish- 
ing medical care to persons on relief. 


For twenty years the Illinois State Medical 
Society has spent considerable sums of its own 
money in educating women to consult a physician 
early in pregnancy so that adequate care could 
be given. The proposed order would also result 
in depriving some women of much needed salary, 
as many organizations will not keep pregnant 
women in their employ regardless of the fact that 
the work may be in no way injurious during 
the early months of pregnancy. 


It would make the Health Department the 
supreme arbiter of obstetrical practice, allowing 
it to tell the private physician not only what to 
do and how to do it but also whether he could 
do it. Doctors would tend to develop a mental 
stigmatism keeping one eye on the Health De- 
partment and the other on the patient. Cer- 
tainly this is no time to add extra burdens to 
an overworked profession. 


During war time, bureaucrats are inclined 


to extend their power. In many cases this is 
unavoidable. We have to surrender some rights 
that we reserve to ourselves during peace time. 
At this time with shortage of personnel and 
more than the usual concern for the health of 
the civilian population, health departments 
might be misled by their laudable zeal into issu- 
ing orders or adopting policies that would defeat 
the very ends sought, as is probably true in this 
case. 

At all times, and especially for the duration, 
the medical profession and Departments of 
Health should cooperate as closely as possible. 
Were this proposed order put into effect it 
would create friction instead of cooperation. 


The Chicago Medical Society has already ex- 
pressed its strong disapproval of the idea. 


It is to be hoped that sober second thought 
will lead the Health Department to abandon this 
idea. 
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103rd ANNUAL MEETING ILLINOIS 
STATE MEDICAL SOCIETY 


Palmer House, May 18, 19 and 20, 1943 
An Open Letter to the Medical Profession 
of Illinois 

Dear Doctor: 

The Council of your State Medical Society 
got into a huddle to discuss the Pros and Cons 
of an annual meeting for this coming year. The 
“Cons” loomed up pretty formidably, to wit: 

An all out war on our hands, shortage of doc- 
tors throughout the state throwing an over-load 
on those of us who are still at home, transporta- 
tion difficulties, gas and tire rationing, etc., ete. 

However, the “Pros” won out easily. In the 
first place, our Government WANTS us to meet 
at least once a year to keep informed on the new- 
er things in military and civil practice. In the 


second place, we, you and I, are entitled to a few 
short days off and away from our daily grind. 


This year, your annual meeting in Chicago 
will be different from any you have ever attended. 
It will be a combined civil and military meeting. 
There will be more general sessions devoted to 
all the newer and more important changes in 
practice and therapy. One day will be dedicated 
to the Army and one to the Navy. 

Come and meet Generals and Admirals, and 
even more important — your buddies and neigh- 
bors now in uniform. 


Robert 8. Berghoff, M.D. 


Chairman, General Arrangements. 


WOMAN’S AUXILIARY TO THE 
ILLINOIS STATE MEDICAL SOCIETY 


Dear Members: 

As we embark upon another year in the his- 
tory of our Auxiliary and our home life, we find 
many changes. Let us be prepared to meet these 
changes and responsibilities. 

Our doctors in service believe more than ever 
that we, The Woman’s Auxiliary, are behind 
them whether at home or abroad. We may not 
grow in numbers during this crisis, but as a body 
there is strength to carry on. There can be no 
excuse for lack of interest in the auxiliary work, 
if we cooperate and plan carefully together. 


T appreciate your expressions of interest and 
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cooperation ; your faithful promotion of our proj- 
ect, Hygeia, is of great benefit to the Nutrition 
Programs; your bulletin subscriptions prove your 
interest in your sister auxiliary activities; your 
donation to our very own Benevolence Fund; 
your extra contributions as auxiliary members to 
our camps and men in service — at home and 
abroad; for these reasons, I fee) Illinois will 
come through with flying colors. 

For all this I am truly grateful and may the 
joys of your work and home never diminish until 
peace shall come once more to bless our homes 
and our hearts are free to rejoice. 

Season’s Greetings to all. 


Your President, 
Mrs. W. J. Wanninger (Mrs. Hilda B.) 


CHICAGO CONFERENCE 
on 
THE HEALTH OF INDUSTRIAL 
WORKERS 


Palmer House 
Chicago, Illinois 
January 13th, 1943 
Under the auspices of : 
CHICAGO MEDICAL SOCIETY 
ILLINOIS MANUFACTURERS’ 
CIATION 
ILLINOIS STATE 
PUBLIC HEALTH 
Division of Industrial Hygiene 
In cooperation with: 
ILLINOIS STATE MEDICAL SOCIETY 
Committee on Industrial Health 
CHICAGO BOARD OF HEALTH 
CHICAGO SOCIETY OF INDUSTRIAL 
MEDICINE AND SURGERY 
CHICAGO INDUSTRIAL NURSES’ CLUB 
AMERICAN INDUSTRIAL HYGIENE 
ASSOCIATION 
Chicago Chapter 
Palmer House 
Grand Ball Room 
Chicago, Illinois 
AFTERNOON SESSION — 2:30 P. M. 
Presiding: Dr. Frederick W. Slobe, Chairman 
Industrial Health Committee 
Chicago Medical Society and 
Illinois State Medical Society 


ASSO- 


DEPARTMENT OF 





, 1943 


proj- 
rition 
your 
your 
und ; 
rs to 
- and 

will 


y the 
until 
omes 


January, 1943 


2:30 “The Urgent Need for Better Local In- 
dustrial Health Organization” 
Dr. Carl M. Peterson 
Secretary, Council on Industrial Health 
American Medical Association 
Chicago, Illinois 
“Why Do Employees Stay Away From 
Work and What Can We Do About It?” 
Dr. Clarence D. Selby 
Medical Consultant 
General Motor Corporation 
Detroit, Michigan 
“How The Small Plant Can Conduct A 
Health Program” 
Dr. Milton H. Kronenberg 
Director of Industrial Hygiene 
Illinois Department of Public Health 
Chicago, Illinois 
4:00 “Problems of Employing the Physically 
Handicapped” 
Dr. Fred H. Albee 
New York, N. Y. 


DISCUSSION: 
Opened by Dr. Joseph H. Chivers, Medical 


Director, The Crane Company 
“The Employer’s Viewpoint” 
Mr. George P. Wardley 
Manager, Industrial Relations 
Carnegie-Illinois Steel Company 
“The Industrial Commission’s Attitude” 
Mr. Alfred Borah 
Chairman, Illinois Industrial Commission 
“Medico-legal Aspects” 
Mr. Frank R. Peregine 
Palmer House 
Red Lacquer Room 
Chicago, Illinois 


DINNER MEETING — 6:30 P. M. 
Presiding: Dr. James P. Simonds, Acting 
President, Chicago Medical Society 
Toastmaster: Mr. Sterling Morton, President 
Illinois Manufacturers’ Association 
Address: “We Have a Job To Do To Improve 
the Health of the Industrial Worker” 
The Honorable Dwight H. Green 
Governor of Illinois 
“The Care and Feeding of Executives” 
Dr. Walter Alvarez 
Mayo Clinic 
Rochester, Minnesota 
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THE WOMEN’S FIELD ARMY OF THE 
AMERICAN SOCIETY FOR THE CONTROL 
OF CANCER is inaugurating a new war serv- 
ice program to consist of a Health Education 
Unit, a Medical Aide Unit and a Hospital 
Unit. Several surgical dressing units have 
been organized in the Chicago area, the largest 
unit meeting at the Y.W.C.A. Loop Center where 
business girls assemble every Wednesday evening 
to make dressings for the indigent cancer pa- 
tient. Not only is this contributing a service 
to the Visiting Nurses Association who are at 
present the recipients but since these dressings 
are being made of old linens collected by the 
members of the units, a great saving in gauze 
for hospital use will result. 


The State Commander of the Women’s Field 
Army, Mrs. Arthur I. Edison, reports that since 
the keynote of the program continues to be con- 
trol of cancer through education, the interest 
evinced by those members of the surgical dress- 
ing units in the objectives of the Women’s Field 
Army is most gratifying. 


The State Headquarters of the Women’s Field 
Army is located at 48 West Division Street, 
Chicago, and an appeal for freshly laundered 
white materials is being made so that more units 
may be organized to assist local hospitals. 





Tuberculosis contracted or aggravated because of 
working conditions is to be considered compensable, 
but in workman’s compensation laws greater considera- 
tion should be given to precipitating causes than to 
predisposing factors. Large numbers of persons with 
inactive or mildly active tuberculosis are able to work 
in our factories without becoming ill because working 
conditions are favorable. But occupations such as 
that of policeman or soldier, involving bad hours, 
undue exposure to the elements and other unhygienic 
conditions, may definitely initiate tuberculous activity. 


A. Licurzi, Rev. Asoc. med. argent., Nov. 15-30, 1941. 


Tuberculosis is increasingly becoming a disease of 
older, occupied men. So much emphasis has been 
placed on tuberculosis as a serious disease of girls 
and young women that its greater havoc among men 
has not received the attention that it deserves. As a re- 
sult of the more rapid decline of tuberculosis in 
females in this country there are today 132 deaths 
among males to every 100 deaths in females, and only 
at ages ten to thirty is the mortality higher in fe- 
males. From The Modern Attack on Tuberculosis by 
Henry D. Chadwick, M.D. and Alton S. Pope, M.D. 





Medical Economics 


Edited by R. K. Packard, M.D., Chairman of the Committee on Medical Economics of the Illinois State 


Medical Society, 826 East 61st Street, Chicago, Illinois. 





The first year of war is behind us, and there 
is little reason for dismay over our accomplish- 
ments. Industry has shown its capacity to pro- 
duce; management again, looms upon the hori- 
zon and erases in a brilliant stroke much of 
the criticism levelled against it in the past few 
years. In fact, this war is one of industry, 
transportation and management, and the record 
is one of geniuses at work — long hours of 
work. Let us remember that this giant in- 
dustry and transportation system was developed 
in the terrible days of rugged individualism. 
They come back to us today to bring us victory. 
There could be no industry, no management, 
no transportation without labor. That industry 
in the past was guilty of mal-treating labor 
socially, economically and politically cannot be 
denied. That labor once organized, becoming 
all powerful, retaliated and exercised proof of 
its social, economic and political power. Quite 
naturally, czars of labor arose, just as czars of 
industry had before them and extremes were 
erected. It is natural that labor is more un- 
wieldy than management because of their large 
number. Labor has proven itself to be patriotic 
and democratic under many trying circum- 
stances. Industrial American is a product of 
management and labor. War America is man- 
agement and labor producing and transporting 
necessary war materials to defeat the Axis. If 
the war can evolve harmony, social and economic 
understanding between capital and labor it 
will be of second importance to defeating the 
Axis. They are working now for a common 
cause. Let them remember, that we are in the 
final analysis fighting to save the United States, 
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and so let us be prepared to save it after the 
war is won. 

The Navy off to a bad start has acquitted it- 
self in the traditional American way. The va- 
rious units of our Army have demonstrated that 
we have capable military leadership and that 
our soldiers have that American “Stuff” that 
wins wars. Wars cannot be won, nor home mo- 
rale maintained without food. The farmers have 
kept us adequately fed up-to-date with the odds 
stacked against them. Selective service (a tre- 
mendous job), and the man power commission 
(another tremendous job) attempting, I sup- 
pose, to work together have not demonstrated 
any great capacity for executive ability or actual 
knowledge of the task at hand. Perhaps the 
Army Chiefs were greatly at fault in asking for 
an army larger than we could properly equip, 
transport and maintain. Whatever, the cause 
and regardless of who was responsible it caused 
a dislodgement between farm production, war 
material production, and caused an unfair ratio 
of wages between farm industrial labor. It is 
gratifying that in the first year of the war we 
are endeavoring to correct these hurried errors 
of judgment. I hope Mr. McNutt is the man for 
the job. Can he turn from politics and his fu- 
ture political chances and attack the job? If he 
has the courage to do that, he must then demon- 
strate that he has the real ability for a big job 
and a troublesome job. If he can do it — then 
his political future ought to be safe. Every 
American should lay politics aside and render 
every assistance to Mr. McNutt in this task 
that means so much to us. What applies to Mr. 
McNutt should apply to Leon Henderson’s suc- 
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cessor. If Senator Brown is the man chosen, he 
is a man attacking a much muddled job. The 
voters of Michigan disapproved of Senator 
Brown. There is little that we can find in his 
background to qualify him for the job. If the 
President appoints him he must assume the 
responsibility for a lame duck politician. Again, 
let us hope that his judgment is good and that 
he sees in this man qualities of executive ability, 
and knowledge of his task that has yet to be 
uncovered. 


This first year of war has witnessed the medi- 
cal profession answering the call for efficient 
medical service for our armed forces and the 
people at home. While there will always be some 
criticism of the methods used I think we must 
agree that in general it has been handled well. 
Certainly from the standpoint of efficient serv- 
ice to our armed forces it is a magnificent im- 
provement over World War I. 


Let us turn to the problems of peace. There 
are many who think we should not talk about 
peace until the war is won — on the theory that 
it tends to destroy our war effort. Others main- 
tain that unless we lay plans for peace now 
that we will be caught in hasty negotiations, and 
that permanent peace will be lost. The govern- 
ment now has a commission formulating plans 
for peace. The members are Mr. Hull, Secretary 
of State, Weller, Berle Jr., Dean Acheson, Dr. 
Hubert Feis and Leo Posvolsky. The American 
people should be acquainted with their formula. 
They should know the background of the mem- 
bers. What are their qualifications to formulate 
a peace and perpetuate that peace for the en- 
tire world? Summarizing briefly from an article 
in Readers Digest - Condensed from the Ameri- 
can Mercury by Kingsbury Smith the formula is 
as follows: 


“The plans rest on this basic idea: that the 
countries now bound together under the name 
of United Nations shall form the organization 
of a Better World Order, which will have two 
main objectives : 


To maintain the world peace through the com- 
pulsory disarmament of the Axis powers and 
the policing of the world. 


To make membership in the association so 
beneficial that no nation can afford to remain 
outside. 


MEDICAL ECONOMICS : 15 


The economic benefits to be offered the other 
nations will include: 

1. A system of open trade among the mem- 

ber nations, guaranteeing nondiscrimination 

in commercial relations. 


2. A fair distribution to all member nations 
of sufficient raw materials to meet their 
reasonable peacetime needs. 


3. American financial assistance for essential 
enterprises, such as public works programs, 
in those countries which do not possess the 
capital for such development. 


4. Strict regulation of the supply of com- 
modities among member nations so as to pro- 
tect the interests of consumer countries. 


5. A cooperative movement for the rapid 
expansion of trade among the member nations 
to produce materials for markets created by 
human needs, as in China and India. 


In the sphere of political security, the United 
States will agree to assist those member states 
which are engaged in forcible resistance to un- 
provoked aggression. All other member states 
will be pledged to do likewise. 


In return for these benefits, members must 
fulfill the following conditions : 


1. Guarantee to their citizens certain fun- 
damental human rights such as freedom of 
speech and religion, freedom from terror, 
and freedom from want. 


2. Solemnly promise to settle all interna- 
tional disputes by peaceful methods of arbi- 
tration, submitting such disputes to an in- 
ternational court of justice when. direct ne- 
gotiation fails. 


3. Agree to drastic limitation of armaments 
under strict international control. Any na- 
tion which refuses to fulfill these conditions 
and which threatens a member state with 
aggression will immediately be subjected to 
trade discrimination within the association. 
Behind the economic boycott will stand the 
power of Anglo-American naval and aerial 
might, and, it is hoped, the Russian army 
and air force. 


The planners realize that if this better-world- 
order idea is to be successful it must include 
the vanquished as well as the victor nations of 
this war. They believe that, to obtain the co- 
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operation and eventually the support of the 
defeated Axis countries, there must be a long 
armistice period — three to five years — during 
which armies of occupation will maintain law 
and order in the vanquished nations. This pro- 
longed transition from war to peace is to be a 
cooling-off period for the passions and hatreds 
on both sides. 


The postwar planners hold that one of the 
great mistakes made by the victors in the first 
World War was to permit statesmen and mili- 
tary leaders to write the peace while they were 
still literally in the heat of battle. Those whose 
minds have been concentrated on the destruction 
of the enemy can hardly be expected to propose 
a sane peace at the moment of their triumph. 
The danger of revolutionary or revenge move- 
ments in the beaten nations must also pass, and 
their people must be convinced of the good in- 
tentions of the United Nations before the arm- 
ies of occupation can be withdrawn. 


The immediate objectives during the armistice 
period are: 

1. To disarm Germany, Italy, Japan and 

their satellites completely. 


2. To prevent revolutions in the defeated 
countries. 


3. To arrange swift relief measures, includ- 
ing food and clothing, for the people of all 
the devastated war areas. 


4. To avoid the demobilization of the armies 
of defeated nations until provisions have been 
made for their return to peaceful employ- 
ment. 

5. To make sure that the cessation of hostili- 
ties will not be followed by a continuation 
of economic warfare. 


6. To assist in the establishment of trust- 
worthy governments in the defeated countries, 
which will maintain law and order and agree 
to cooperate with the United Nations in the 
establishment of the better world order.” 


I gather from this that the United States is 
going to assume the leading role — hoping 
for the aid of the British Empire and Russia. 
We are going to assume the major role in dic- 
tating the peace, in feeding the world, in polic- 
ing the world, in rehabilitating the world. Fin- 


January, 1943 


ally, we are going to pay the major portion of 
the bill. One may ask — why do we think that 
we should do this and if we should how can we 
do it? One must assume that we set ourselves 
up before the world as a perfect democracy and 
that for many years we are going to continue to 
be a perfect democracy. We are saying to the 
world that we have no selfish men in America, 
that all of our politicians are honest men, that 
all of our industrialists are honest men, that 
all of our labor leaders are honest men, that all 
of our halls of justice are filled with honest 
men. Our house is one of law and order of mo- 
rality, of sobriety, of love and happiness among 
our family circle; free from fear, free from want, 
free from jealousies, free from the desire for 
power, free from economic selfishness. Our 
country is free from racial and religious intol- 
erance. Now having this perfect house we are 
going to build similar houses all over the en- 
tire world, and, we are going to set-up a great 
machine, political, social, economic and military 
and we are going to force the world to take our 
architect and architecture. A great experiment 
as Mr. Smith says. They say that it is cheaper 
than war. Perhaps it is, but it is war itself. 
Perhaps the American people should be ac- 
quainted with what our government proposes to 
do and perhaps we should have something to 
say about it. State departments as far as my 
recollections are concerned are not always well 
informed, practical or even endowed with good 
horse sense. 

R. K. Packard, M. D. 

Chairman, 

Committee on Medical Economies 


BERIBERI HEART IN 4 MONTH OLD 
INFANT 


The daily diet of the average young infant is 
deficient in thiamine hydrochloride or vitamin 
B, and should be supplemented with that vita- 
min, Henry Rascoff, M.D., Brooklyn, advises in 
The Journal of the American Medical Associa- 
tion for December 19 in a report of a 4 month 
old infant who was on a limited diet of boiled 
human milk for two months and subsequently 
developed a beriberi heart (enlarged) which 
diminished in size with thiamine hydrochloride 
treatment. 
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Medicine’s Role in the War Effort 








“It is of the utmost importance that the 
Procurement and Assignment Service for 
Physicians, Dentists, and Veterinarians, 
immediately has the name of any doctor 
who really is willing to be dislocated for 
service, either in industry or in over-popu- 
lated areas, and who has not been declared 
essential to his present locality. This is 
necessary if the medical profession is to be 
able to meet these needs adequately and 
promptly. We urgently request that any 
physician over the age of 45 who wishes to 
participate in the war effort send in his 
name to the State Chairman for the Pro- 
curement and Assignment Service in his 
State.”—Frank H. Lahey, M.D., Chairman 
Directing Board Procurement and Assign- 
ment Services for Physicians, Dentists and 
Veterinarians. 











INTERNS AND RESIDENTS FOR 
1943-1944 

According to the Procurement and Assign- 
ment Service, Washington, D. C., the expansion 
of the Army and Navy in 1943 and 1944 will 
demand the services of such large numbers of 
young physicians that a critical appraisal of all 
positions held by interns and residents and fel- 
lows is necessary. 

Interns. — Graduates of medical schools who 
hold commissions in the Army or the Navy will 
be allowed twelve months’ deferment of active 
duty for the completion of an internship. This 
makes it necessary that internships begin im- 
mediately on graduation. Medical school grad- 
uates who are deferred by Selective Service may, 
under the Selective Service regulations, have 


their deferments continued through one year of 
internship. Medical school graduates who on ac- 
count of sex, physical defects or other causes are 
not subject to induction or likely to be reclass- 
ified by Selective Service are not officially re- 
stricted as to the length of internships which 
they may serve but they too have a responsibility 
to make themselves available as early as possible 
for civilian services which contribute to the war 
effort. 


Residents and Fellows. — Interns who have 
already served a year of internship must at the 
end of this 12 month period, be considered as 
residents for the duration of the war. This elim- 
inates internships of 18 or 24 months during the 
present emergency. Although the Army and Navy 
appreciate the importance of graduate training in 
the various specialties of medical practice, they 


- do not feel that they can at the present time defer 


calling interns to active duty in order that they 
may continue specialized training in civilian hos- 
pitals. Therefore, the only justification for the 
continuation of residencies and fellowships dur- 
ing the war is that they are essential for the 
provision of adequate medical care for the hos- 
pital patients or for the clinical training of med- 
ical students. In view of this situation, there 
are several principles that must be followed in 
the selection of residents or clinical fellows for 
1943. 


First, the minimum number of residencies 
with which each hospital can function must 
be determined. For 1942 the Directing Board 
of the Procurement and Assignment Service 
stated that in general this number should be 


‘less than 50 per cent of the number of residents 


that these hospitals had before the war. For 


17 
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1943 this number must be reduced still more. 


Second, having determined the minimum 
number of residents that are essential, these 
should be selected from the following groups in 
order : 


1. Physicians who for physical or other rea- 
sons cannot qualify for service with the Army or 
the Navy. 


2. Present interns or residents who are de- 
ferred by Selective Service. Preference in this 
group should be given to those who have been 
deferred in class IV-F and class III-A or III-B 
and maintain a bona fide family relationship 
with wife and/or children. 


3. Present interns who hold commissions in 
the Army or Navy. No requests for deferment 
of individuals in this group should be made un- 
til the possibilities of filling minimum essential 
residencies from individuals in groups 1 and 2 
have been exhausted. It is impossible at the 


present time to give assurance that interns who 
hold commissions will be deferred. The Surgeon 
General of the Army and the Surgeon General 
of the Navy have assured the Procurement and 
Assignment Service of all possible cooperation 


in meeting this situation. On the other hand, 
the urgent needs for medical officers in this age 
group and the necessity of securing the author- 
ization of the War and Navy department to hold 
men with commissions in an inactive status be- 
yond one year of internship make it imperative 
that hospitals make every possible effort to fill 
essential residencies and fellowships without de- 
pending on interns who hold commissions or 
those who might be subject to induction by Se- 
lective Service. 


In case it becomes necessary to request de- 
ferment of active duty for any individuals in 
this group, such requests should be submitted 
to the state committee of the Procurement and 
Assignment Service. 


Approval of these requests must further be 
concurred in by the chairman of the Corps Area 


Committee and the representatives of the hos-' 


pital and medical education committees. 
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APPEALS PROCEDURE 


The directing board of the Procurement and 
Assignment Service has issued the following 
appeals procedure for individual physicians, den- 
tists and veterinarians, and for employers there- 
of, to all state chairmen: 

The responsibility for the initial decision as 
to whether an individual physician, dentist or 
veterinarian is to be considered essential in his 
present situation or available for service else- 
where rests with the respective state committees. 
The local, county or district committees may 
serve in an advisory capacity to the state com- 
mittee, but the authority to make decisions rests 
with the state committees. 

If an individual physician, dentist or veter- 
inarian or the institution employing him does 
not agree with the decision of the state chairman 
as to his availability for service elsewhere, the 
individual or his employing agency may request 
a reconsideration of the decision by the state 
committee. If the original opinion is upheld 
by this committee, appeal may be made to the 
corps area chairman and his committee. In this 
event the corps area chairman should request all 
information available from both the state com- 
mittee and the person himself, and the corps 
area committee should appraise the situation and 
render a written decision to both the state chair- 
man and the individual concerned. 

If the decision of the state committee is still 
sustained by the corps area committee, the in- 
dividual concerned or his employer has the fur- 
ther privilege of submitting his case to the cen- 
tral office of the Procurement and Assignment 
Service. When this is done the central office 
will assemble all pertinent information from the 
individual, his employer and the state and corps 
area committees concerned and present this for 
action to the directing board or to a special com- 
mittee of the board in case a decision is neces- 
sary before the next board meeting. In such 
circumstances this committee shall report the 
case and its decision to the board at its next 
meeting. 

* * 


ADMIRAL McINTIRE RENOMINATED 
SURGEON GENERAL 


The President of the United States has re- 
nominated Rear Admiral Ross T. McIntire to 
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be chief of the Bureau of Medicine and Surgery 
of the U. S. Navy. Admiral McIntire graduated 
from the Willamette University Medical De- 
partment, Salem, Oregon, in 1912, and has been 
a member of the Navy Medical Corps since 1917. 
He was first appointed Surgeon General of the 
Navy in 1938. According to the Army and 
Navy Journal, Admiral McIntire declared a few 
days ago, in a radio address in answer to criti- 
cism and newspaper items concerning the large 
number of doctors being ordered to military 
service, “When the Marines go into battle, our 
people go with them, so when I hear statements 
made that perhaps we have too many doctors to 
care for our fighting men I want you to know 
that this is not so. We are only adequately 
furnishing medical personnel so that the lives of 
the wounded men who may be your sons can be 
saved. I can assure you that there will be no 
waste of medical personnel.” 


* * 


CIVILIAN DEFENSE 
OFFICE OF CIVILIAN DEFENSE USES 
NEW METHOD OF ADMINISTERING 
MORPHINE 


Because of the critical shortage of tin, the 
U. S. Office of Civilian Defense has been unable 
to procure syrettes for administration of mor- 
phine by physicians of Emergency Medical Serv- 
ice. To meet this serious difficulty, a new device 
using glass and plastic has been developed. 

This device consists of a small, sealed glass 
ampule containing 14 or \% grain (0.016 to 
0.032 Gm.) of morphine in solution. The solu- 
tion is under sufficient pressure to eject the 
entire contents. A piece of transparent plastic 
tubing encloses the neck of the ampule and con- 
nects it to the hub of the needle. The shaft of 
the needle is enclosed in a small glass tube, to 
which is attached a stylet. At the hub of the 
needle within the plastic tube is a small filter. 

Following is the method of using the ampule: 

1. The body of the ampule is grasped in the 
right hand. 

2. The glass tube protecting the needle is 
withdrawn by a twisting and pulling movement 
of the fingers of the left hand. 

3. With the needle pointing down and the 
body of the ampule vertical to the skin, the 
needle is inserted by jabbing it under the skin. 
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4. When the needle is in place, and with the 
ampule vertical to the skin, pressure is exerted 
with the thumb and two fingers on the plastic 
tubing to break the neck of the ampule. It is 
important that the ampule be held vertical to 
the skin, in order that morphine may not be lost 
by improper technic. : 

5. The pressure within the ampule ejects the 
contents. The filter prevents glass splinters 
from clogging the needle. 

6. When the ampule is empty, the needle is 
withdrawn and the whole device is discarded. 

This ampule will be supplied in connection 
with the medical supplies and equipment that 
will be distributed to communities for equipping 
mobile medical teams and casualty stations or- 
ganized in the Emergency Medical Service. The 
actual distribution of the morphine supply will 
be handled by the U. S. Commissioner of Nar- 
cotics and will be primarily under his control 
at all times. The amount of the drug being ob- 
tained is limited, so that initial distribution can 
be made only to those cities in the target areas 
that are entitled to receive other Office of Civil- 
ian Defense supplies and equipment. 


* * 


WOMEN RESERVISTS AT NAVAL 
MEDICAL CENTER 


The Naval Medical Center at Bethesda, Md., 
has taken the first Women’s Reserve Officers into 
its staff. Lieut. (j. g.) Cornelia Gaskill is en- 
rolled in an indoctrination course at the Naval 
Medical Center preliminary to duty as a med- 
ical officer with the Women’s Reserve. Lieu- 
tenant Gaskill, who is the wife of an army doc- 
tor, gave up a busy practice in New York to ac- 
cept a commission. She was graduated from 
Cornell University School of Medicine in 1937. 
Lieuts. (j. g.) Kathryn Hyde and Dorothy 
Oborne have reported for duty on completion of 
their thirty day training course at U. S. Naval 
Training School, Smith College; the former is 
a medical illustrator and the latter is a medical 
technician. Miss Hyde graduated from the 
University of California and took postgraduate 
study at Johns Hopkins University. Miss 
Oborne, a graduate of Pembroke College at 
Brown University, was a medical technician with 
a group of New York physicians before entering 
the Women’s Reserve. 
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THE NATIONAL ROSTER OF SCIEN- 
TIFIC AND SPECIALIZED PERSONNEL 


Senior and graduate students of chemistry, 
physics, engineering and other specialized fields 
were urged, November 24, by the National 
Roster of Scientific and Specialized Personnel 
to register with the roster, writing to Dr. Leon- 
ard Carmichael, Washington, D. C., the direc- 
tor, mentioning the fields in which they have 
training or knowledge. 

Registration with the National Roster is not 
to be considered application for employment, al- 
though many of those registered have received 
offers and 140,000 men and women have thus 
been referred to prospective employers, par- 
ticularly to aid in war production and research. 
Many industries needing technicians consult the 
local USES offices. The National Roster is con- 
stantly used to advise selective service boards 
about the importance of work being done by 
civilian technicians of draft age. 


The National Roster, which is a part of the 
War Manpower Commission, has listed and 
punch-card-indexed more than a half million 
names in more than sixty specialized occupa- 
tions, covering everything from genetics to hous- 
ing and radio broadcasting. The names filed in- 
clude the most famous scientists in the country 
as well as the most recent college graduates in 
the various scientific courses. 


* * 


AIR AMBULANCE SERVICE 


Speaking on the radio from Cairo, Egypt, 
Denis Johnstone gave an account of the air ferry 
ambulance service of the Royal Air Force, which 
he said was saving many lives. This is a shuttle 
service of transport and ambulance planes, which 
during the recent campaign flew army casualties 
and enemy wounded from the forward areas 
back to the base hospitals. They have been 
especially useful in cases requiring blood trans- 
fusion. ‘These air craft carrying the wounded 
are unarmed and unescorted and fly by day and 
by night, sometimes landing along a flare path at 
the end of their journey like bombers coming in 
from a night operation. It thus becomes pos- 


sible for the seriously wounded to be transported 
hundreds of miles within a short time to ade- 
quate medical aid and hospital facilities. 
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RUSSIAN WAR RELIEF 

During the first year of operations of Russian 
War Relief, Inc., the shipments to Russia and 
goods being purchased reached a total value of 
$4,067,703.91. Edward C. Carter, president of 
Russian War Relief, announced on November 12 
that supplies are being regularly sent to Russia 
in Soviet ships at no cost to Russian War Relief, 
which spends all its relief funds for American 
products and sends no money to Russia. The 
total of contributions to this effort to help 
wounded Russian soldiers and orphans and refu- 
gees in the Soviet Union is increasing each 
month and the supplies shipped are reaching 
their destination; 90.4 per cent of the supplies 
have been medical supplies, 6 per cent clothing, 
knit goods and blankets, 3.5 per cent foodstuffs 
and seeds, and one tenth of 1 percent miscel- 
laneous items. The head of the Russian Red 
Cross, Sergei Klesnikov, and Prof. Sergei 
Spassokukotsky, Soviet surgeon, recently cabled 
their gratitude to the American public and Rus- 
sian War Relief. 





USE OF POOLED BLOOD PLASMA AND 
SERUM 

In pools of a sufficient number of samples of 
plasma or serum obtained from donors belong- 
ing to all four blood groups the amount of 
substances, known as anti A and anti B ag- 
glutinins, which might cause serious reactions 
is reduced to such a low level that no danger 
can result to patients from injection into a vein 
of even large therapeutic (treatment) doses 
from such pools, William Thalhimer, M.D., 
New York, declares in The Journal of the 
American Medical Association for December 19. 
His statement is based on his own investigations 
as well as an analysis of data of other investiga- 
tors and is in answer to several recently pub- 
lished opinions questioning such a procedure on 
the basis of the possible danger from the injec- 
tion of incompatible agglutinins or incompatible 
A or B substances. 





The widespread dissemination of tuberculosis is 
common knowledge, but the toll of lives taken is not 
always realized. In the United States alone, since 
1900, a comparatively short span of life after all, 
more than four million have succumbed prematurely 
to the tubercle bacillus. Godias Drolet, in Clinical 
Tuberculosis, Edited by Benjamin Goldberg, M.D. 
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THE TREATMENT OF SOFT TISSUE 
INJURIES 
FrepRick W. Stose, M.D., F.A.C.S. 
CHICAGO 


It appears to be the wish of our Government 
to promote and clarify the general understanding 
of physicians concerning the care of wounds. 
The conservation of manpower both at home and 
in the armies over-seas demands this. Hence, 
this review of a subject which, though familiar, 
is of timely interest. 

Although the same principles apply whether 
a wound is incurred in civil life or in the field 
or battle, because of the fact that there are usual 
differences such as the extent of destruction of 
the tissues, the time elapsed before thorough 
treatment can be given, and the types and num- 
ber of contaminating bacteria — the treatment 
may vary considerably; hence, this discussion 
will be divided into two parts, first, wounds in- 
curred in civil practice and, second, war wounds. 


WOUNDS IN CIVIL LIFE 


Diagnosis:- This is essential in order that 
treatment may be correct. Has a tendon or 
nerve been severed, a muscle cut; a joint opened, 
is there an associated fracture, has there been 
a blood vessel injury? The history of the in- 
jury often gives valuable clues. X-rays should 
be used freely — a punctured wound over the 
tibia may actually be a serious compound frac- 
ture. The presence of radio-opaque foreign 
bodies will similarly be disclosed. Careful test- 
ing for nerve and tendon function should be 


Abstract of address presented at Ill. State Med. Society, 
Post Graduate Conference, Mt. Vernon, Illinois, Oct. 8, 1942. 


performed. It should be remembered that there 
is no way, at the time of the first examination, 
to distinguish between nerve severance and phys- 
iological block due to pressure or contusion. 
One should search for the presence of associated 
injuries with particular reference to the skull 
and abdomen as such injuries may not be im- 
mediately apparent. 

The presence of blood vessel injuries should be 
tested by the peripheral pulse and distal circula- 
tory changes recalling that ischaemia may result 
from spasm, compression, or severance of a ves- 
sel. Of greatest importance, of course, is the 
diagnosis of the degree of shock. 

Treatment :- 

First Aid :- 

If at the scene of accident or at the office, 
if the patient is going to the hospital, the 
first-aid treatment should be nothing more 
than arresting hemorrhage and the applica- 
tions of sterile or clean dressings and a 
bandage. The implantation of one of the 
sulfonamides is valuable if any delay in hos- 
pital care appears inevitable. 

Shock :- 

Prevention and treatment come first. Op- 
erative treatment of wounds is delayed un- 
til the patient’s condition improves. Hem- 
orrhage can usually be controlled by pres- 
sure of gauze and bandage; should a tour- 
niquet be needed, the blood pressure cuff, 
if available, is the best method. 

Immediate Care:- 

All wounds are emergencies, assuming shock 
is not great enough to cause any delay. All 
wounds are contaminated by bacteria but 
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not infected until the bacteria have multi- 
plied and invaded the tissue; this usually 
requires 6 hours or more, hence: 


“The Golden Period” :- 


Within the first 6 hours, the sooner the 
better. This period has been increased some- 
what by the use of sulfanilamide. An ex- 
ception to the above consists in the legiti- 
mate excuse for some delay in order to se- 
cure adequate professional and hospital care. 


Soap and Water Cleansing :- 


Assuming the patient is in the hospital op- 
erating room, after filling the wound with 
sterile gauze, the surrounding skin is shaved, 
grease demoved with a suitable solvent, and 
the skin thoroughly scrubbed with soap 
and water. If this scrubbing is thorough 
there is no need for the application of one 
of the antiseptic tinctures to the skin al- 
though this may be done if desired. The 
wound is then irrigated and thoroughly 
though gently scrubbed with a solution of 
mild soap and water using cotton or soft 
gauze. The surgeon’s gloves are frequently 
washed during this procedure and frequent 
changes of cotton and gauze during the 


scrubbing removes more and more contami- 
nated material from the wound, For the 


more severe type of injuries, from 20 to 30 
minutes time, and many gallons of solution 
may be needed. After this the entire wound 
is irrigated with normal saline solution. 
This cleansing requires no antiseptics which 
are to be avoided because of the danger of 
injuring the tissues, 


Debridement and Excision :- 


Debridement in its true sense refers to the 
“surgical toilet” which includes enlarging 
the wound, exploring, and removing foreign 
bodies and blood clots. Excision refers to 
the partial or complete excision of the 
wound area. In some wounds debridement 
alone is sufficient, in others debridement 
and partial or complete excision; in war 
wounds complete excision is always done in 
cases seen early enough. One should not 
hesitate to extend the wound by longitu- 
dinal excisions at each end in order to bet- 
ter explore and expose all tissues. It is im- 
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portant to excise all devitalized tissue. 
Avoid excising skin on the face and mini- 
mize on the hands. Muscle is excised until 
healthy, red, bleeding, contracting muscle 
appears. If the nature of the wound per- 
mits, try to convert a lacerated wound into 
an incised wound. The instruments should 
be kept clean by wiping them off frequently 
with Azochloramid solution on the instru- 
ment table; use a sharp knife or sharp thin- 
bladed scissors. The wound should be kept 
moist with warm saline, flooding the wound 
with the same occasionally. Loose tissue 
fragments float up and can be excised. 
Bone fragments are kept if they have a 
periosteal attachment. Chisel bone ends to 
create a clean surface. The wound should 
look clean and fresh after excision, creat- 
ing virtually a new wound, the exposed sur- 
face of the entire wound being trimmed 
away. Gentleness should be used through- 
out. Small hemostats should be used, grasp- 
ing the bleeding points only. Sponging 
should be done gently with no wiping or 
rubbing with the gauze. If conditions are 
favorable, the suture of tendons and nerves 
is performed at this time. 


Primary Closure :- 


This is the ideal method and should he 


used when favorable factors exist such as 
early treatment, successful’ excision per- 
formed, and a favorable environment in 
which the wound was incurred (industrial 
environment is usually favorable). Such 
closure refers chiefly to skin closure; the 
skin should be approximated but never su- 
tured under tension, interrupted sutures be- 
ing used. Lateral relaxing incisions may 
be needed to allow this. The interior of 
the wound should not be closed by layers as 
this will cause internal tension. No buried 
sutures or, few at most, should be used. 
An occasional interrupted suture may be 
needed to eliminate dead spaces and for 
loose approximation. There are exceptions 
to this rule such as in the hand. In gen- 
eral, fascia is not sutured except where am- 
ple room exists and then a few loose inter- 
rupted sutures may be used if there has been 
relatively little tissue disruption. 
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Hemostasis :- Implantation of Sulfonamides :- 


All bleeding points must be ligated to avoid 
post-operative hematomas, a potent source 
of delayed healing, wound irritation, and in- 
fection. Mass ligations of tissue must be 
avoided. 


Elimination of Dead Spaces:- 


This must be done to avoid pockets of serum 
and blood. This principle may seem incon- 
sistent since we have just said that most 
wounds should not be meticulously closed 
in layers. Post-operative pressure dressings 
will accomplish this because they keep the 
tissues in contact. Traumatic edema yields 
a similar effect but we wish to prevent such 
edema as much as possible. 


The Tourniquet :- 


This may be needed, especially if tendons 
or nerves are to be sutured or if bleeding 
is copious. If so, always use a blood pres- 
sure cuff pumped up to 250 mm. of mer- 
cury, releasing it when the operation is 
completed so that all bleeding points may be 
ligated, then re-applying it, not releasing 
it again until the operation is finished and 
the dressings, bandage, and splint are ap- 
plied. 


Suture Material :- 


The choice of suture material is important. 
Cat-gut is a potent source of wound re- 
action and infection and, if used, the small- 
est sizes possible are advised. There should 
be no large knots. Cotton (sizes 30-90) 
and fine stainless steel wire (size 36) are 
the best and this is particularly true in 
contaminated wounds. They are applicable 
to the suture of almost all types of tissue 
including tendons and muscles. Inter- 
rupted sutures are the rule when these ma- 
terials are used. Cotton is excellent for 
ligating small bleeders but silk, being more 
elastic, is better for the larger vessels. Fine 
silk, of course, is used for nerve suture. In 
the order of least tissue reaction caused, the 
following ratings may be given: stainless 
steel wire, cotton next, then silk, and then 
cat-gut. Interrupted sutures of wire and 
cotton are also excellent for skin. 


~ Sulfanilamide is, perhaps, the most widely 


used. It should be applied by means of a 
sterile shaker or atomizer in finely divided 
form, no lumps of same being permissible. 
It yields a very high local concentration and 
is absorbed so slowly that the blood level 
remains very low. It causes very little, if 
any, retardation of wound healing but may 
cause some retardation in skin union so it 
should not be used on the skin edges. There 
have been some reports indicating increased 
fibrosis following its use in tendon suture. 
However, its bacteriostatic action appears 
far greater in value than any deleterious 
effects so far reported. After all, one of 
our main objects is to prevent wound in- 
fection and for this reason the sulfonamides 
appear indicated in the treatment of con- 
taminated wounds. Small wounds need 
only a few grams whereas extensive wounds 
may require up to a half ounce. It should 
be recalled that the sulfonamides appear in 
joint fluid and bursal contents after being 
administered by mouth. If large quantities 
are implanted, and always when taken by 
mouth, one should observe carefully for toxic 
reactions, 


Pressure :- 


This deserves much emphasis and is a very 
important part of the treatment. Adequate 
pressure minimizes wound swelling due to 
venous stasis and hematomas. It prevents 
the “white bleeding” (exudation of lymph 
into the tissues), eliminates dead spaces, 
aids splinting, and suppresses excessive gran- 
ulations. After the usual flat dressings, 
abundant gauze fluff dressings or mechanics’ 
waste is applied, followed by an elastic band- 
age. 


Drainage :- 
This is best avoided in most instances. 


Splinting :- 


After the elastic bandage is partially ap- 
plied, use the remainder of the bandage to 
incorporate the splint. If a tourniquet has 
been used, it is now released. Rest is es- 
sential as it reduces the danger of infection 
and promotes healing. Rest is an impor- 
tant factor in the success of the Orr Method 
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of treating osteomyelitis and compound 
fractures by mean of the clost plaster cast. 
Lymph flow is localized and retarded while 
nature forms a protective wall. Manipulat- 
ing the part or changing the cast too soon 
causes a flare-up in temperature and other 
signs of systemic absorption. 
Recapitulation of Steps in the Treatment of 
Wounds by Ideal Primary Closure :- 
1, Immediate care (or within 6 hours). 
2. Thorough soap and water cleansing. 
3. Debridement and excision. 
4. Use of cotton or stainless steel wire for suture 
material. 
. Accurate hemostasis. 
. Avoid deep suturing and layer-by-layer closure. 
. Implantation of sulfanilamide or similar chem- 
ical. 
8. Avoid tension on soft parts and skin; use 
interrupted sutures. 
9. Avoid drainage. 
10. Pressure dressings. 
11. Splinting. 
Primary Skin Grafting :- 
Where the loss of skin exists or attempted 
closure causes too much tension, the area 
should be covered by a graft. The split- 
skin graft (Blair) is usually applicable. 
The operation proceeds as above up to the 
time the graft is applied, the graft being 
carefully sewed in place with fine silk. 
Sulfanilamide powder is dusted on before 
the graft is applied. Fine-meshed bandage- 
grade gauze impregnated with 5% xeroform 
or 5% sulfathiazole in petrolatum is ap- 
plied in a single layer over the graft. Then 
a pressure dressing and splint as described 
above are applied. Whole-thickness grafts 
are used where deeper areas are exposed 
such as over tendons and joints. Measure 
the size carefully and cut the exact pattern, 
trim away all the subcutaneous fat, and su- 
ture in place as described above. Skin flaps, 
etc., may be needed for more extensive de- 
fects. The sliding of adjacent tissues over 
the wound by under-cutting each side may 
be done, followed by grafting the defect on 
each side. 
After-care Following Primary Closure :- 
Cross infections in hospitals from dust, res- 
piratory tracts of physicians, nurses, in- 
ternes, and bed linens should be avoided. 
Dressings should be changed by the use of 


instruments and operating room masks 
should be worn. If the wound is correctly 
dressed and splinted it should be left alone 
for 10 to 15 days. Temperature and pulse 
should be carefully watched. Sulfonamides 
may be given by mouth. Blood transfusions 
may be needed and medication for secondary 
anemia. There should be a high vitamin 
administration, especially a high ration of 
Vitamin “C”. A high protein diet should be 
given and intravenous plasma for hypo- 
proteinemia may be indicated. 


Secondary Closure :- 

When conditions are somewhat unfavorable, 
skin sutures may be inserted at the time of 
the operation but should be left untied and 
the wound observed for 3 or 4 days. If 
everything is favorable at that time, the 
sutures may be loosely tied. Later partial 
closure is sometimes done in 10 to 14 days. 
Wound smears and cultures furnish a knowl- 
edge of the bacterial flora and are of definite 
help in ascertaining the safe time for sec- 
ondary closure. 


Unfavorable Cases Which Cannot Be Closed :- 
The principle of avoiding edema is funda- 
mental. In addition to that resulting from 
trauma and infection, edema definitely re- 
sults from the hiatus caused by the wound 
due to the lack of tissue support. Hence 
the supporting of the wound and immobili- 
zation to give complete rest. 


Packing Wounds :- 

Plain vaseline gauze is used or vaseline 
gauze with 5% sulfanilamide or cod liver 
oil. This gives the tissue support and re- 
places the space where the tissue was lost, 
thus eliminating dead spaces. However, im- 
mobilization is not perfect when the wound 
is packed. 


Soft Pressure Dressings, Elastic Bandage, and 
Splinting :- 
These principles apply as previously empha- 
sized. 


Closed Plaster Cast Method :- 
The closed plaster cast is applied over the 
skin, only being padded over the bony prom- 
inences, no dressing being applied over the 
wound. Absolute pre-requisites are com- 
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plete excision of the wound within 6 to 8 
hours and certainty as to an adequate blood- 
supply. Elevation is very helpful. 


The Carrel-Dakin Method :- 

Where excision is impractical or imperfect, 
the Carrel-Dakin method gives free drain- 
age and its chief value is that infection 
rarely results. However, there is no tissue 
support and usually poor immobilization. 
Azochloramid solution is very useful in this 
method. 


Antitoxin :- 
1500 to 3000 units of tetanus antitoxin 
are given, together with mixed gas—bacillus 
antitoxin when indicated. In extensive in- 
juries a single therapeutic dose of gas- 
bacillus antitoxin is better than the usual 
prophylactic dose. 


Local Applications :- 
One of the sulfonamides is usually indi- 
cated. The powder may be implanted di- 
rectly in the wound or it may be incor- 
porated in vaseline. A mixture of 10% 
sulfanilamide in urea has been advocated by 
some; others advocate cod liver oil, allan- 
toin, urea, tissue extracts, antivirus, sul- 
fydryl, ete. However, with the exception 
of the sulmonamides, these special prepara- 
tions and medicaments are relatively un- 
important as compared to the fundamental 
principles enumerated above. 
WAR WOUNDS 
In war, explosive shell fragments and in civil- 
ian bombings, secondary missiles of brick, glass, 
and wood, cause much tissue destruction. It is 
this tissue mutilation and necrosis that is the 
important factor in distinguishing war wounds 
from the usual type of wounds seen in civil prac- 
tice. 
As to the time interval before operation, under 
6 hours is generally preferred but it may be rea- 
sonably safe at times up to 12 hours. The type 
of operation varies according to the time elapsed. 
Some delay is definitely warranted in order to 
get the patients transferred to trained personnel 
in a well-equipped hospital. The safe period has 
been somewhat increased by the use of the sul- 
fonamides. Some advise the excision of all war 
wounds under 6 hours. Those over 12 hours are 
handled differently. In the early cases, excision 
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is the rule, tissues being sacrificed freely during 
the process. Wounds over 12 hours old are usu- 
ally infected so that in most wounds between 12 
and 18 hours old, operation is done for only a 
definite purpose and the following rules are ad- 
vocated: (1) operation limited in scope and 
gentle; (2) incision may be needed for explora- 
tion and drainage; (3) remove foreign bodies, 
clots, and devitalized tissue without disturbing 
the wall of the wound (limited debridement) ; 
(4) hemostasis; (5) remove damaged muscle up 
to bleeding, contractile portion; (6) free drain- 
age; (7%) irrigate with mild antiseptic such as 
hydrogen peroxide; (8) no tubes are used for 
drainage. The wound is packed lightly with 
vaseline strips or the Carrel-Dakin technic is 
used; (9) splinting. The above principles are 
advocated by Bailey. 

Tenderness, pain, tension, and increasing 
edema indicate trouble. Thin, foul, sanguinous 
discharge and spreading mottled skin bronzing 
are indicative of gas bacillus infection. The 
temperature is less reliable than increases in the 
pulse rate and in the amount of pain. 

Since most war wounds are left open, the pri- 
mary suture of tendons and nerves is not ad- 
vocated, although this is done if primary closure 
is attempted and the patient is seen within 6 
hours. Some surgeons in the war zone prac- 
tice primary closure providing complete excision 
is done early, there is no skin tension, no buried 
sutures are used, and all dead spaces are ob- 
literated. However, most surgeons are against 
primary closure in war, one reason being that 
the subsequent course can seldom be followed by 
the original operator. Most wounds, then, are 
left open in war surgery. 

Obviously, wounds of the brain, joints, pleura, 
and abdomen are exceptions. In these wounds 
at least the serous layer is closed, the more ex- 
ternal portions being left open in some instances. 
Packing of the wounds is advocated by many 
and infrequent dressings are generally agreed 
upon. 

The closed plaster cast method has many ad- 
vocates. It gives complete rest, eliminates fre- 
quent dressings, gives tissue support, controls 
edema, and lessens the lymph flow. Infection 
is spread by the lymphatics hence, the cast keeps 
the infection localized by decreasing the flow 
of lymph. This method has greatly reduced 
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the incidence of gas gangrene. It saves time and 
materials, the patients are easy to transport, 
and they are comfortable and contented. Very 
definite pre-requisites, however, exist, including 
complete early excision of the wound and an in- 
tact blood supply, together with a surgeon who 
has had ample experience with the method. 
There is no padding except over bony promi- 
nences and the cast is applied directly to the 
skin with no dressings on the wound. It is 
changed infrequently at about 3 to 6 week inter- 
vals; no windows are cut in the cast; it is not 
removed simply because of some soreness, some 
fever, or enlarged glands. It is removed only if 
apathy, high pulse, severe pain, and edema of 
the distal part of the extremity ensues. These 
symptoms may be due purely to inadequate 
drainage and after drainage is instituted and 
the wound is re-packed, the cast may be re- 
applied. 

The packing of the wound may consist of 
plain vaseline, one of the sulfonamides incorpor- 
ated in vaseline, or any one of the various other 
non-adherent preparations. 

It is the correct fundamental principles that 
are of the chief importance in the treatment 
of wounds, the medicaments and substances be- 
ing of lesser value. It is interesting to note that 
the three substances which appear to be of the 
greatest value in the treatment of war wounds 
are vaseline, plaster, and the sulfonamides — 
and of these three, two of them are among the 
simplest .and oldest of preparations. 
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MANAGEMENT OF BURNS 


Bryce B. Reeve, M.D. 
CHICAGO 


The medication and ways of treating burns 
are numerous and varied, with champions for 
every treatment. I consider this a healthy 
atmosphere, as it shows that the last word in 
the treatment of burns has not been reached, 
but out of this conflict comes improvement 
in technique and a reduction in the mortality 
rate. 

It is impossible in the time allotted to go 
much into detail, but I will attempt to give you 
what I consider the important factors. I do 
not come before you with a new treatment, 
but will give you my experience and that of 
others in regard to the present care of burns. 
In the last few years I have tried to keep my- 
self posted upon all new information and ways 
of treatment, and sift out the things that would 
help me in the care of my own patients. 

For all practical purposes I like to classify 
burns into three degrees, according to the depth. 
(Boyers). 

First degree, which consists of redness. 

Second degree as that forming blisters,—and 

Third degree as that which extends below the 

skin and produces granulation. 

Dupuytren gives six degrees in his classifica- 
tion which extends down to the bone, but in 
the early stage it is difficult to determine the 
exact depth. 

First degree burns can be treated by local 
applications. Among this type is moderate 
sunburns, and in sunburns I find ice pack or 
cold applications to the area a very satisfactory 
means of removing the heat. 

Of course, the thing we are all interested 
in is extensive second and third degree burns, 
and in my opinion most of these cases should 
be cared for in a hospital and a routine should 
be established so that everyone involved will 
know what to do. In other words, develop 
team work and avoid last minute confusion. 

I am convinced that there is a psychical fac- 
tor involved in burns that we often do not recog- 
nize, as some cases react systemically far be- 
yond that expected from the burn. This in- 


Address delivered at Ill. State Medical Society Post Grad- 
uate Conference, Mt. Vernon, Illinois, Oct. 8, 1942. 
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volves the horrors of the accident, plus sudden 
exertions performed at that time and as a re- 
sult may produce sudden collapse. 


Statistics show a decrease in mortality rate, 
especially at the time tannic acid was introduced 
by Davidson, and others by various treatments 
show still more reduction in their smaller 
groups. 

If the doctors will only realize the importance 
of proper early treatment, many lives will be 
saved. The life or death of a great many cases 
are decided in the first 24 to 48 hours. So in 
treating your burn cases bear this in mind. 


The treatment of burns can be classified into 
two parts — the general treatment and the 
local treatment. 


Under the general treatment which is probably 
the most important we have shock, which is 
both primary and secondary, but for general 
purposes they need not be differentiated, as it 
is difficult to tell where one ends and where 
the other begins, and the only difference be- 
tween burn shock and shock from other types 
of trauma is, in the former the degree of hemo- 
concentration is much greater. 


Various theories have been advanced for burn 
shock. Among these we find listed toxic, nerv- 
ous, septic and fluid loss theories. They may all 
be factors, but working at different times, and 
in the following order, we have primary shock, 
secondary shock, acute toxemia and septic tox- 
emia, but they seem to overlap. Harkins of 
Detroit explains his theory as to what takes 
place. He claims that in the primary condition 
the local thermal trauma causes local capillary 
injury, resulting in regional loss of plasma like 
fluid (a weeping stage). Later due to tissue 
metabolities set loose in the damaged areas 
there is a generalized loss of plasma like fluid 
from capillies remote from the burn areas. (This 
fluid loss may equal several quarts). It has been 
estimated that a burn of one-sixth of the body 
area can lose 70% of the body fluid in 24 hours. 


Then secondary, there is a reduction of blood 
volume and cardiac output, resulting in hemo- 
concentration, and it is important to correct 
this condition before irreparable anoxia tissue 
damage takes place and before irreversible gen- 
eralized capillary permeability occurs. 
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The critical phase takes place after 18 to 
24 hours, but the trouble starts from the time 
of the burns and gradually builds up. 

There are three theories that have been ad- 
vanced as to what takes place. 

First, we have the physical theory, supported 
by Underhill, Blalock and Harkins, as given 
above, which sounds quite logice!. 

Second, is the bacterial theory supported by 
Aldrich, who found beta hemolytic streptococci 
in the blood and burn area of most cases. 

And third, is the clinical theory which was 
supported by Davidson who held that a specific 
toxin formed in burn areas and absorbed into 
the circulating blood, produced toxemia and 
collapse. For several years I assumed this last 
theory to be correct. In our tannic acid treat- 
ment we were warned and we were very careful 
not to use moist applications on the burned 
areas after the tannic acid crust was formed, 
due to fear that if this tissue was softened this 
toxic material would be liberated and get into 
the blood, producing dangerous toxemia. 

The supportive measures in burn treatment 
consist of rest, quiet, elevation of the bed, 
warmth and sedatives, and morphine, in my 
opinion, is the best drug to use. (But these 
things are not getting to the source of the 
trouble.) 

In severe cases oxygen is considered an im- 
portant factor. The amount of oxygen depends 
upon the severity of the burn. Some knowl- 
edge of the amount of oxygen obtained by vari- 
ous methods is good to know and the following 
chart is a guide. 

Normal breathing or alveolar oxygen is about 15%. 

With nasal catheter 30%. 

With oxygen tent (usual) 45%. 


With oxygen tent (extreme) 60% — and 
With B. L B mask about 90%. 


Using this table you can estimate the amount 
of oxygen your patient is getting and the con- 
trol of anoxia is important. 

Adrenal Cortex, which is more or less in the 
experimental stage, is considered by some to be 
valuable in preventing fluid loss in severe cases 
of burns. 

I consider the most important elements in the 
treatment of burn shock is blood plasma accom- 
panied with other fluids. 





28 ILLINOIS MEDICAL JOURNAL 


Due to the loss of large amounts of fluid 
through the burn area the protein and chloride 
depletion occurs. 

Usually about 1000 c.c. of Isotonic solution 
of sodium chloride is considered about enough 
per day, although some give 3 or 4000 c.c. per 
day, but this is apt to produce a water logged 
condition and I recommend caution and do 
not overdo a good thing. 

Dextrose should be given in large amounts 
to protect the liver, but most should be given 
by mouth if possible. 

Plasma, the real important factor, should 
be given according to the need, but to assist the 
doctor in estimating the amount needed, vari- 
ous methods have been worked out, some of 
which are quite complicated and I will only 
give those I consider practical for ordinary use. 

One where laboratory facilities are not avail- 
able and which is satisfactory and credited, I 
believe, to Berkow, is as follows: The dose of 
plasma may be calculated according to the ex- 
tent of the body surface involved and that is, 
50 c.c. of plasma should be given for every 


per cent of the body’s surface affected by a deep 


(blistering) burn. In other words, an individ- 
ual with 20% of surface burned should re- 
ceive about 50 times 20, or 1000 c.c. 

Another easy method where laboratory facil- 
ities are available and recommended by Har- 
kins, is to administer 100 c.c. of plasma for 
every point the hematocrit reading exceeds the 
normal of 45. Example: If the hematocrit 
reading is 58 — 13x100 c.c. would equal 1300 
e.¢., which would be the total amount of plas- 
ma required. 

Some recommend the pricking of the finger 
and note the rate of bleeding, but this is very 
inaccurate. 

If seen late, restlessness, rapid pulse, thirst 
are all indication for prompt administration of 
plasma. 

Of course, this plasma should not be given 
all at once. Berkow recommends one-third the 
first two hours, one-third the next four hours 
and one-third the next six hours. While Lee, 
Elkenton and Wolff recommend small plasma 
transfusions at 6—15 and 30 hour periods, 
and a large transfusion of 900 c. c. at the fortieth 
hour period, when they consider the unbalanced 
permeability has been adjusted and the body 
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is ready to maintain the fluid. The rule they 
follow is to give enough plasma to keep the 
hematocrit value between 50 and 55% until 
the capillaries have returned to their normal 
state of permeability, and then enough plasma 
given to restore the plasmal volume to normal. 

The treatment of toxemia seems to be re- 
lated to a disturbance in hepatic function, which 
is usually accompanied by jaundice with central 
necrosis of the liver. Many claim this condi- 
tion only develops in tannic acid treated cases, 
although Wilson and Stewart in Edenburg have 
injected burned tissue in healthy animals and 
found similar changes in liver at death, but 
this is not found by others in their experiments, 
and they claim Wilson’s cases all had general 
anesthesia which may have been a factor. Those 
who claim this toxemia only occurs in tannic 
acid treated cases, use this as their objection to 
this method of treatment. 

Next is the treatment of sepsis and _ this 
by careful and aseptic local treatment can be 
prevented in a great many cases, but where it 
occurs the sulfonamides offer the best means 
of control. 

We now come to the local treatment and here 
is where we have the most disagreement among 
doctors as to what is the best method to use, 
which means to me that we have not reached 
the last word in regards to this matter. Most 
all have their good and bad points, and as far 
as time will allow I will give the high points 
in the most promising local treatments. There 
is a list of over 75 different materials rec- 
ommended, but for my own satisfaction I have 
divided the types as follows, although there 
may be some overlapping. 

(1) Ointments in general, many kinds. 

(2) Liquids in general, ete. 

(3) Paraffine and heavy petrolatum. 

(4) Tannic acid. 

(5) Pressure bandage. 

(6) Dye, the important ones being Gentian 

Violet and tripple dye. (Dymixal). 

(7) Sulfadiazine. 

Tannic acid which is now being attacked by 
many, is probably the most used at this time. 
Since 1927 until the last two or three years 
we used it exclusively for bad burns and had 
been very well pleased with the results. Now 
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with our present technique we are getting better 
results. I want to emphasize the importance of 
proper care and asepsis in handling burn cases. 
In big explosions where everyone is excited and 
40 or 50 cases come in all at the same time, 
you have a job on your hands controlling the 
situation and determining the cases that need 
hospital care. In our refineries the bad cases 
are immediately stripped of their clothing, 
placed in sterile sheet and with plenty of blankets 
to avoid chilling they are rushed to a near by 
hospital where treatment is started immediately. 
The hospital staff must be acquainted with your 
method of treatment, as everyone is needed 
when several cases are involved. Each case needs 
a nurse who can start the tannic acid spray as 
soon as the dead skin and skin over the blistered 
areas has been removed. Where oil and grease 
is present we use a product developed in our 
own company known as Hexane, which has a 
boiling point between 97-150°, for removal of 
same. We have not seen necessary on cases we 
get right away to scrub the burns with soap and 
water, but have treated them as uncontaminated 
wounds and start the spraying of 5% tannic 
acid directly on the burned area. Then after 15 
or 20 minutes of tannic acid spraying, a swab 
saturated with a 10% silver nitrate solution is 
systematically brushed across the burned area, 
as you would paint an object, and immediately 
a dark tanned coating develops. As soon as this 
is finished spray treatment is over and from then 
on only general treatment is necessary through 
the trying next few days. 

All attendants wear masks and the surgeon 
and his assistants use sterile instruments, gloves 
and gowns and we avoid external contamination 
as far as possible. 

We have not been troubled with infections 
among our cases and have had only one case to 
die with jaundice and central necrosis of the 
liver. In this case on autopsy: there was no in- 
fection present in the tanned area and healing 
was taking place when the patient died on the 
seventh day. The case was a steam burn and 
the patient was in a very excitable state from 
the very first. The burned area was not unduly 
large, but in spite of all treatment this case 
from the third day on got worse and died. 

Recently we have added the sulfonamides sys- 
temically as a prophylaxis for infection. The 
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silver nitrate produces a thinner and more flex- 
ible coating than the use of tannic acid alone. 
By this method the local treatment is over in 
minutes and the loss of serum through oozing 
has been stopped. The patient is kept under 
a canopy which is heated by light bulbs (blue 
best) and at a temperature not to exceed 90°. 
Drafts should be avoided, as burn cases seem 
to be sensitive to air change and chill quite eas- 
ily. 

We do not use this tannic acid on the face 
or where the hands are completely burned, due 
to the fact that same does not permit swelling 
and restriction of the circulation may occur. 

I have a feeling doctors who get street and 
home burned cases and are delayed in getting the 
patients under treatment, must give more con- 
sideration from the infected angle, as contamin- 
ation is more apt to occur, and the thorough 
cleansing with soap and water as advocated by 
Allen and Koch would be more advisable. In 
our cases we give morphine immediately and 
carry the general treatment along with the 
local care as same is indicated. 

Another method we are now interested in and 
trying is the sulfadiazine treatment developed 
by Pickrell at Johns Hopkins and a brief sum- 
mary of this methed is as follows: 

The solution consists of 3.5% sulfadiazine 
in an 8% acqueous solution of triethanolamine. 
The solution is sprayed on with a hand atomiz- 
er immediately after removing blebs or loose 
tissue which might be present. 

The solution is sprayed on the burned area 
every hour the first day, every two hours the 
second day, and every three hours the third 
day and every four hours the fourth day. A 
thin, transparent eschar will have formed by 
this time and further spraying is not essen- 
tial. 

The solution seems to be somewhat anes- 
thetic, as patients appear more comfortable 
after the first spray. 

The usual measures of combatting shock 
and dehydration must be followed. 

After about ten days the edges of the 
eschar begin to loosen and to separate from 
the intact epithelium beneath it. At this 
time compresses of the solution can be applied ; 
sterile mineral oil sprays followed by normal 
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saline compresses may allow the eschar to be 
removed in large sheets in some instances. 

In third degree burns the eschar is allowed 
to remain for at least two weeks. 

The sulfadiazine solution has a pH of about 
9. They claim it does not injure skin, mucous 
membranes or granulating surfaces, and can 
be used in and around the eyes safely. 

Blood levels of the sulfadiazine should be 
determined daily. The maximum level is 


reached about the second day, but by the fifth 

day levels decrease to 1-2 mgms.%. 

This method of local treatment, of course, 
involves more attention during the first few 
days compared to that of tannic acid. 


Another treatment worth reviewing, which 
is an excellent method if the proper hospital 
facilities are obtainable, is the pressure bandage 
method advocated by, Allen and Koch. I feel 
this method requires much time and prepared- 
ness, and it would be difficult to handle a 
large group of burns at one time as a specially 
prepared room is necessary, but after the case 
is once finished it requires no further local 
treatment for several days. They go into de- 
tail in regards to asepsis and technique in mak- 
ing the wound surgically clean, which should 
receive no criticism. They scrub and clean the 
wound with white soap and water for several 
minutes, using a large pad of cotton as a wash 
cloth and then irrigate liberally with normal 
salt solution until they consider the wound sur- 
gically clean, after which they apply layers of 
vaseline gauze and over which is placed flat 
dry gauze, then fluff gauze, on top of which 
is placed sterile sponges or machinist wastes, 
and a pressure bandage is applied. Splints and 
cast are used where necessary and the patient 
is put to bed and the bandages are not changed 
for 12 to 14 days, at which time the second 
degree burns are usually healed. I have seen 
these cases at Cook County and the patients 
appear quite comfortable. By this method they 
have decreased their mortality rate from 1939 
of 5.8% to 1941 of 2.7%, whereas their mortal- 
ity rate in 1939 with tannic acid was 7.3. 

Another method which is not new but is still 
used by Carnegie Steel with great favor is 
paraffine sprayed on the wounds. I used this 
treatment back in 1921-1927 and at that time 
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we considered it the most satisfactory way of 
treating burns until the tannic acid method 
came out. An objection I have to it is the time 
consuming application of the paraffine and the 
daily changing of dressings. The Steel company 
has developed a very good technique with this 
treatment and I can see the advantage of its 
use to them. Their burns are often very deep 
due to hot molten metal which may penetrate 
down to and into the bone, producing much 
sloughing. 

Another method developed by Aldrich in the 
east, which has met favor in his clinic, is the 
tripple dye called by the McNeil Laboratories 
as Dymixal. It is sprayed on and is supposed 
to combat both the gram negative and gram 
positive organisms. I have not seen any cases 
treated this way, although I am acquainted with 


Gentian Violet treatment of spraying burns, 


and this method is the same procedure. 

The last one I will mention is the Foille treat- 
ment. This is apparently popular in the south, 
especially in Texas. Foille is a stabilized, vis- 
cid water-in-oil emulsion in a base of corn oil. 
It contains: 

Benzocaine, an analgesic 

Oxyquinoline, a mild antiseptic 

Calcium soaps, which maintain the emulsion 

and produce a soft, protective precipitate with 

body exudates. 
This solution is first applied by spray or soft 
camels hair brush, followed by a preliminary 
dressing of two or three thicknesses of sterile 
Foille saturated gauze held in place by clean 
bandage and kept moist with Foille under a 
heat cradle for 48-72 hours. Then the crust, 
etc. is soaked off in a tub of warm tap water. 
Thereafter the lesions are kept covered with 
Foille but without gauze bandaging and warm 
baths are given every day or two. Then in the 
epithealization stage some use pectin jelly or 
cod liver oil. This again is a method which 
requires considerable time for local treatment. 

In all deep burn cases after healing has begun 
and the deep burns have sloughed or the coated 
areas are removed, we may have areas that are 
denude of any skin, and the only way of getting 
skin across these areas is for the skin to grow 
in from the edges or to skin graft. I am afraid 
it is the tendency of a great many doctors to put 
off skin grafting until the last resort, but I 
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want to stress the importance of skin grafting 
early to close the open wound as soon as possible 
to stop loss of fluid and to prevent thick scar 
tissue from developing. It also prevents con- 
tractures which are disturbing factors in burns. 
Dr. Padget of Kansas City has developed a 
Dermatone which is quite satisfactory for ob- 
taining large flaps of skin when needed and split 
skin grafts are used for most early grafting. 
This instrument will cut any thickness desired. 
Pinch or thiersch grafts may be advisable in in- 
fected areas, or when flaps cannot be used. 

Literature at times speak of airman’s burns. 
These are burns that develop when the aviator 
throws up his hands to protect his face in case 
of an explosion and gets his hands and face both 
severely burned. I understand the English treat 
these cases with saline baths twice daily and 
saline pack the rest of the time. 

In phosphorus burns the phosphorus is picked 
out under water and then washed with mild 
sodium bicarbonate solution. After this a 1 


or 2% copper sulphate and boric acid solution is 
used, followed by saline dressings and no oil or 


» grease applications are advised. 


In regards to face and eye burns, Chruthird 
and Mellons treat these areas with a sulphur so- 
lution known as hydrosulphosol, both in solu- 
tion and in ointment form. 

For the skin they spray one part hydrosul- 
phosol with one part distilled water every 15 
minutes for the first six hours and less treat- 
ment thereafter until healed. 


In eyes they use 4 c.c. to 1 ounce of distilled 
water as drops followed by wet compresses over 
them. (H. D. Bliss, 1217 Broadway, New York. 
Price $16.00 per dozen of 1 ounce.) 


They claim by this treatment: Relief of pain, 
flexible eschar which separates on healing, mini- 
mum scarring and contracture, prevents infec- 
tion, lacks toxicity, ease of application and rapid 
healing. 

I hope you realize the magnitude of this sub- 
ject and I hope I have not been too brief in some 
ways, or too long in others. This is an important 
subject and the present war brings out its seri- 
ousness. I understand 60% of the injured cases 
at Pearl Harbor were burns. ‘Therefore doc- 
‘ors who enter military service can expect a great 
deal of experience with burns and as a result of 
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this we can expect further improvement in the 
treatment. 

In closing I want to emphasize the importance 
in the general treatment of burns. Especially 
the value of blood plasma and the chloride and 
glucose balance. Although local treatment is 
valuable I, at this time, cannot state which 
method you should use. They all have their 
merits but until a better agreement on this mat- 
ter can be reached I would advise you to use 
the method that you can most successfully han- 
dle, but never be completely satisfied with your 
treatment as long as fatalities occur. 
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MINIMUM FRACTURE REQUIREMENTS 


JAMES J. CALLAHAN, M.D., F.A.C.S. 
CHICAGO 


It is often said that the minimum require- 
ments to be a fracture specialist is to have a 
strong back and a weak mind. While this is 
not entirely true, I believe that the strong back 
is very essential, because of the necessity for 
traction in all fractures. In a more serious vein, 
one must be equipped to apply plaster, to apply 
splints, and have the necessary paraphernalia 
including the Thomas Splint, Balkan Frames, 
weights, and so forth. There is no question that 
the ideal and individual splint is the plaster of 
paris cast. All other splints are not individual 
as they are supposed to be universal splints, 
namely to fit all patients under all circumstances 
and conditions. This, as we all know, is a fal- 
lacy, and the only splint that really immobilizes 
adequately is the plaster of paris splint made for 
the individual. In the state of Illinois x-ray 
examinations are considered common practice. 
Therefore, it is essential that an x-ray be taken of 
any member where there is swelling, discolora- 

Presented at Illinois State Medical Society Post-Graduate 


Conferences, Mount Vernon, October 8, and Peoria, October 
22, 1942, 





32 ILLINOIS MEDICAL JOURNAL 


tion, with or without deformity, because the x-ray 
can be of inestimable value both for negative and 
positive determinations. 

There are a few basic. principals which we 
must all adhere to in the minimum require- 
ments for fracture treatments. First one must 
always approximate the distal to the proximal 
fragment. ‘The distal is the moveable part and 
can be placed opposite the proximal in most in- 
stances. Second, one must always consider the 
normal weight bearing line, that is, from the 
anterior superior spine of the ilium through the 
middle of the patella and between the first and 
second toes. It is essential to maintain this 
weight bearing line in order to have correct 
weight bearing and function. Third, never per- 
mit posterior or medial displacement, both of 
these deformities are crippling and disabling. 
Fourth, in fractures of the humerus, the carry- 
ing angle is essential, it should always be main- 
tained. Fifth, never try to hold a fracture in 
the correct position by pressure, because of the 
danger of soft tissue necrosis, and of delayed 


or non-union of the underlying bone, as the pres- 


sure applied will cause ischemia of the soft tis- 


sues, thus increasing the chance of gangrene of 
the soft parts or delayed union of the fracture. 
Sixth, as a general rule one should keep in mind 
that traction is far more important than manip- 


ulation, and that many of our complications en- 
countered in fractures are as a result of manip- 


ulation, and not of the accident itself. Seventh, 
we should employ moleskin adhesive traction, 
plaster, or skeletal traction. 

Now, there are a few methods of treatment 
that apply to all fractures of the upper extremi- 
ties with a few exceptions. As a general rule, 
we may say that all fractures of the humerus 
with the exception of, A — impacted fractures 
of the neck of the humerus; B — fractures with- 
out displacement of the humerus; C — or supra- 
condyllar fractures, should all be placed in ex- 
tension with the arm in supination. The arm 
is placed in supination for three reasons; first, 
this is the anatomical position ; second, maintains 
the normal carrying angle; third, the most com- 
mon nerve injured with a fractured humerus is 
ihe musculospiral nerve. Fractures of the supra- 
eondyllar area including the forearm, wrist, and 
hand are immobilized in a plaster of paris cast. 
The forearm can be conveniently divided into 
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three parts, for fractures of the upper third, the 
forearm should be placed in supination and right 
angle flexion with the cast extending from the 
metacarpo-phalangeal junction to the mid arm. 
For fractures in the middle third, they can best 
be treated by mid pronation and supination and 
right angle flexion at the elbow. In fractures 
of the lower third, pronation of the forearm. 
If traction is necessary on the forearm, adhesive 
traction is not efficient as the skin area is not 
Therefore, skeletal traction is ab- 
solutely indicated. Adhesive traction means 
moleskin adhesive traction. The ordinary ad- 
hesive tape will slip and tear, also excoriate the 
skin, and it is not advisable for use in traction, 
while the heavy moleskin will hold and will not 
tear or pull off. When moleskin is applied, the 
member to which it is going to be applied should 
be washed with soap, water, alcohol and ether, 
the member should not be shaved because the 
hair leaves a breathing space between the mole- 
skin and the skin, and excoriations of the skin 
are infrequent. 


sufficient. 


Fractures involving the Lower Extremities— 
All fractures of the femur extending from the 
neck to the Supracondyllar area should be placed 
in traction with moleskin adhesive tape, and as 
a caution, when traction is applied the moleskin 
should never be crissed crossed or circular, it 
should be placed laterally on the leg, and se- 
cured by means of an elastic bandage. Skin 
traction on the fractured femur will reduce the 
shock, reduce the muscle spasm, and reduce the 
fracture if sufficient weight is applied. It is im- 
portant to place the maximum amount of weight 
on the fractured femur early then the moleskin 
has its maximum adhesive qualities, and the skin 
is in good condition. In other words, instead 
of placing five or ten pounds on the fractured 
femur and gradually increasing it until finally 
you have forty to fifty pounds, at which time 
the skin may become excoriated, the moleskin 
may slip, and the fracture will not be pulled 
down, it is much better to place the maximum 
amount of weight on first and then gradually 
reduce it. 

Fractures of the Leg—All fractures of the 
lower leg including the tibia, ankle, and foot are 
reduced and immobilized in plaster of paris cast, 
being careful to maintain the normal weight 
bearing line. It is advisable where traction oT 
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manipulation is necessary to reduce the fracture 
that a posterior mold cast be applied. This plaster 
must be very wet and soft (sloppy soaking wet) 
in order to conform to all of the irregularities of 
the leg. The cast should be bandaged firmly 
and just as soon as the plaster is hard, the tight 
bandage removed and the anterior portion of the 
leg washed, powdered, and a loose bandage ap- 
plied. Now, if traction is necessary on the lower 
leg, again the skin area for the traction: is de- 
ficient, so that skeletal traction is indicated. 
The indications for skeletal traction are five, and 
every time we insert skeletal traction, we comply 
with one of the five indications. First, com- 
pound fractures; Second, comminuted fractures ; 
Third, skin excoriations, blebs, bruises, lacera- 
tions and so forth; Fourth, in circulatory em- 
harrassment, gun shot wounds, ruptured blood 
vessels, and so forth, where superficial compres- 
sion is to be avoided. Fifth, in place of surgery, 
that is, skull fracture, chest wounds, abdominal 
lesions, ete., in other words, anything that would 
be contra-indication to surgery. 


We all recognize the fact that skeletal traction 
is by far the most efficient form of traction, that 


we can employ, but there are some special rules 
for consideration in employing skeletal traction. 


Namely, one — skeletal traction should not be 
inserted within 6” of a simple fracture or we will 


have a compound fracture. This is true except 
where a joint intervenes and voids the rule. 
Second, distraction frequently causes delayed or 
non-union by pulling the bone surfaces apart. 
Third, pes cavus, or contraction of the plantar 
fascia should be avoided. Fourth, no dressings 
are applied around the pins or wires or hooks, 
etc, as we believe that dressings encourage in- 
fections and drainage. 
the insertion of skeletal traction in the leg are: 
The site of election is the os calcis, the pin is 
inserted from the medial side to the lateral 
side, inserting the pin away from the posterior 
tibial vessels. It is better to pound or drive the 
pin into position than to drill it with either a 
hand or a bit drill as both are likely to cause 
larger holes than the diameter of the pin re- 
sulting in a slipping of the os calcis on the pin. 
Kirschner wires or small Steinman pins are in- 
serted by drilling into the tibial tubercle. We 
never insert skeletal traction in the supracon- 


The various sites for 
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dyllar area because of the proximity of the knee 
joint. A large screw is used for skeletal traction 
through the greater trochanter into the neck 
and head of the femur for acetabular fractures, 
where the head is pushed through resulting in 
central a dislocation or perforating fracture. 


Site for Skeletal traction of the Upper Ex- 
tremities—The Kirschner wire is placed through 
the metacarpal heads, the site of insertion about 
one inch proximal to the heads of the meta- 
carpals. A Kirschner wire through the ulna into 
the radius for traction on the forearm and arm. 
Here it is important to insert the wire from the 
ulna to the radius so as not to miss the ulna. 
A very important point for consideration is the 
fact that the fracture should be placed in the 
correct position before the Kirschner wire is in- 
serted, and that the Kirschner wire acts solely 
as a means of immobilization and not a reducing 
agent, because once the wire is inserted through 
the lower end of the ulna and radius, it imme- 
diately locks these two bones and prevents rota- 
tion. So that, it is important to reduce the frac- 
ture first, and then to immobilize it by means 
of the Kirschner wire. For skeletal traction in 
the elbow, our choice is a hook that can be bought 
at any hardware store very reasonably. This hook 
is inserted into the ulna about 114” distally from 
the olecranon, after a drill hole has been made, 
the diameter of which was slightly smaller than 
the diameter of the threads of the screw, traction 
is then applied in this area with moleskin on 
the forearm for flexion or extension. 


Pelvic Fractures—This one fracture has been 
grossly mishandled and over-treated. About 
65% of fractures of the pelvis can be treated 
by rest in bed, with a board under the pelvis. 
All that is necessary is to have a firm support 
posteriorly. If compression is required, a sling 
can be employed. This sling should have a seat 
that can be dropped rather than to pull the 
sling up or push the sling down for toilet pur- 
poses. Lastly, for malgaigne fractures or upward 
displacement of the entire side of the pelvis, 
straight leg adhesive traction should be em- 
ployed. 


For many years the Taylor spine brace has 
been used for compression fractures of the ver- 
tebrae. When this Taylor brace is applied, lat- 
eral motion is possible, forward bending is also 
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possible by relaxation of the slings under the 
arm. This type of a splint or support does not 
fulfill the basic requirements for immobilization 
of the back. They are immobilization of the 
sternal notch and symphysis pubes, and the Tay- 
lor spine brace does not fulfill these require- 
ments, it does not accurately and adequately im- 
mobilize the back. Therefore, I suggest a brace 
that will immobilize from the sternal notch to 
the symphysis pubes to prevent forward flexion, 
and a chair back brace to prevent lateral rotation 
or motion, thus eliminating the deformity that 
can and frequently occurs after an excellent re- 
duction. The above summary of the treatment of 
fractures just touches the surface or high spots 
in the treatment of fractures. It is not meant to 
be complete, but simply illustrates some of the 
minimum requirements that we should adhere 
to for the correct treatment of fractures. 

4805 Fullerton Ave. 


PREVENTIVE THERAPY 
IN RECURRENT URINARY LITHIASIS 


Epmunp H. DrorGEMvuELLeER, M. D., F. A. C. S. 
ELMHURST 


The rate of recurrence of renal and ureteral 
calculi has been found to be from ten to twenty 
per cent, or more, figures which are sufficiently 
high to lend interest to preventive therapy 
against recurrence. 

At the outset it must be stated that the fun- 
damental cause of urinary calculus formation is 
unknown and that probably, mainly because of 
this, the complete prevention of urinary calculi 
is impossible. The cause of some urinary calculi, 
such as bladder calculi associated with prostatic 
obstruction or calculi occurring in bladder diver- 
ticula, is quite obvious. However, the commonly 
encountered calcareous renal or ureteral calcu- 
lus, when seen in its earliest stages is usually 
not associated with any clinically demonstrable 
abnormality of the urinary tract. But many 
conditions favoring urinary stone formation are 
known and by the elimination of these in pa- 
tients who have had urinary calculi the rate of 
recurrence of these stones can be materially re- 
duced. 


Presented before the Section on Surgery, Illinois State 
Medical Society, Springfield, May 20, 1942, 
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Probably the first opportunity in which a pro- 
phylactic measure against recurrence can be 
practiced is during removal of the primary stone. 
It consists in making scrupulously certain that 
no fragment is left remaining in the urinary 
tract. It is exceedingly easy for instance in the 
case of a branched renal calculus to leave a frag- 
ment in a calix. Such a fragment, if left to re- 
main, furnishes a ready nucleus for the develop- 
ment of another calculus. Making a roentgen- 
ologic examination of the kidney at the time of 
operation is a valuable aid in helping rid the 
kidney completely of a stone. With the kidney 
elevated out of the wound, it is usually not dif- 
ficult to make such an examination without un- 
duly prolonging the operation. Thus it is pos- 
sible to make immediate further attempts at 
removal of any remaining fragments which 
might be disclosed. In the case of a kidney or 
ureteral stone, where the removed stone does 
not correspond in shape and size to the shadow 
of the stone on the preoperative roentgenogram, 
or where fragmentation of the stone has oc- 
curred in its removal, a thorough postoperative 
roentgenologic check should be made. Only by 
doing this is it possible to be certain that a fu- 
ture calculus, should it appear, is a true recur- 
rence and not the result of a fragment of a 
former calculus upon which a stone has grown. 


Two conditions affecting the urinary tract, 
which have been accorded much importance as 
causative factors in urinary lithiasis, are stasis 
and infection. In some quarters they are con- 
sidered the all-important causes of all urinary 
stone formation. Braasch? from a study of 
576 cases of chronic pyelonephritis, found that 
calculi occurred in twenty-eight cases, an in- 
cidence of five per cent. In those cases of ur- 
inary infection in which stones develop, one or 
more factors favoring stone formation must 
exist, which are absent in those cases in which 
stones do not develop. The effect of infection 
is to augment the action of these other factors. 
Patients who have developed stones have re- 
vealed the existence in them of these factors, 
and, as is common knowledge, when a urinary 
infection continues after the removal of a stone, 
recurrence of a stone is very likely. In con- 
sidering the relationship of infection to calculus 
formation it is, therefore, important to disting- 
uish between primary and recurrent calculi. 
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As a cause of primary stone, infection is a fac- 
tor of some importance, whereas as a cause of 
recurrent stone it is a factor of great importance. 


As evidence of a cure of the infection it is 
not sufficient to eliminate any existing pyuria. 
The practice of culturing the urine, which is 
being employed clinically with increasing fre- 
quency, has revealed the frequent presence of 
bacteria in the urinary tract even though no 
pyuria exists. As a test of cure of an infection 
after removal of a urinary calculus it is, there- 
fore, necessary to obtain bacteriologic-negative 
cultures. 


Although it is imperative to eradicate, if pos- 
sible, every infection regardless of the nature 
of the offending organism, it is especially im- 
portant to do so if the organism produces am- 
monia and thereby makes the urine alkaline. 
Among the organisms which have this property, 
B. proteus is probably the most dreaded invader 
following operative procedures on the urinary 
tract. It produces a strongly alkaline urine, 
has a very strong tendency to cause a recurrence 
of a stone, and which is probably its worst prop- 
erty, it is usually difficult if not at times im- 
possible to eradicate even with the newer ur- 
inary antiseptics. 


The importance of focal infection as a causa- 
tive factor in the formation of urinary calculi 
is difficult to evaluate. The striking experimen- 
tal results of Rosenow and Meisser? demand that 
it be considered seriously as such. Their method 
has been one of the few in which urinary cal- 
culi have been produced experimentally without 
at the same time causing severe abnormal physi- 
ologic states in the animal. By devitalizing 
teeth in dogs and implanting in the pulp canals 
organisms obtained from the urine and from foci 
of infection of patients who harbored renal cal- 
culi, these investigators were able to produce 
renal calculi in a high percentage of their dogs. 
Clean-cut clinical evidence of the relationship 
of focal infection to urinary calculuc formation 
is difficult to obtain, but because of the definite 
experimental evidence it is probably advisable 
to eliminate all readily removable foci. 


The relationship of stasis to stone formation 
is similar to the relationship of infection to 
stone formation in that a distinction must be 
made between primary and recurrent calculi. 
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Again, as a cause of primary stone, stasis is of 
some importance; but as a cause of recurrent 
stone, it is a factor of great importance. 'The 
effect of stasis as a cause of recurrent stone is 
usually a double one. Besides its direct action 
in stone formation, it predisposes to infection 
or insures the perpetuation of an existing in- 
fection and thus adds the predisposing action 
of infection. In a urinary tract in which no 
stone has formed, the existence of stasis may 
itself not be an indication for an extensive sur- 
gical procedure aimed at eliminating the stasis. 
However, if a stone has once formed, strenuous 
efforts to eliminate the stasis as well as the in- 
fection are in order. 


Albright® has rather convincingly championed 
the thesis that any alteration in urine which in- 
creases the tendency of a substance to be pre- 
cipitated from the urine predisposes to stone 
formation. The stone which results is composed 
of the substance whose precipitation has been 
favored. Thus in cysteinuria, which is a her- 
editary disorder of cystein metabolism in which 
cystein is excreted in the urine, cystein calculi 
occur; in gout, in which presumably the con- 
centration of uric acid in the urine is at times 
greatly increased,* uric acid calculi frequently 
occur; in hyperparathyroidism, where increased 
amounts of calcium and phosphorus are excreted 
in the urine, calcium phosphate calculi occur. 
The tendency of precipitation can be influenced 
in several ways: by a decrease in the volume of 
the urine leading to a general increase in con- 
centration of all the substances dissolved in it; 
by a change in reaction of the urine from acid 
to alkaline, or vice versa, rendering some sub- 
stances more insoluble; or by an increased ex- 
cretion of a substance by the kidney. The in- 
creased excretion may be the result of a metabolic 
disorder, of which hyperparathyroidism and gout 
are typical examples, or the result of an excessive 
ingestion of the substance in the diet, as may 
occur in oxaluria. 


Increasing the volume of urine is one of the 
easiest and most effective methods of decreasing 
the tendency of precipitation of many of the 
solutes. The importance of drinking large quan- 
tities of water as a preventive measure against 
stone formation should be impressed on all pa- 
tients who have harbored urinary calculi. 
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The reaction of the urine influences greatly 
the solubility of various substances in it, and 
maintaining a proper reaction of the urine is an 
important measure in the prophylaxis against 
the recurrence of calculi. The type of reaction, 
whether acid or alkaline, which is to be main- 
tained is determined by the kind of stone which 
has developed in the first instance. The com- 
position of all urinary calculi, whether passed 
spontaneously or removed surgically, should be 
determined. Recurrent stones usually are of 
the same composition as the original stone. Since 
the majority of stones which are encountered 
consist of calcium and magnesium salts, it is 
usually necessary to maintain an acid reaction 
of the urine, which increases the solubility of 
these salts. Normally most of the metabolites 
excreted by the kidney are either neutral or 
acid ; as a result the urine is usually acid in re- 
action, which is considered its normal reaction. 
The present fad of “alkalizing” for all ailments 
of mankind by taking alkaline drugs or by con- 
suming large quantities of citrus fruits, which 
leave an alkaline ash to pass through the kid- 
neys, must be considered as a definite factor 
favoring the formation of urinary calculi and as 
a distinct danger for patients who have harbored 
such calculi. When these substances are taken 
during an illness associated with pyrexia, at 
which time the urine is likely to be scant, the 
tendency to precipitation of calcium and mag- 
nesium is doubly increased. 


The Sippy treatment of peptic ulcer, in which 
the systemic alkalizing salts of calcium, mag- 
nesium, and sodium together with much milk are 
employed, leaves an alkaline ash to pass through 
the kidneys practically continuously, and is right 
for the formation of urinary stone. It supplies 
in increased concentration the salts of which 
the stone is composed and, which is probably 
more important, aids their precipitation by ren- 
dering the urine alkaline for prolonged periods 
of time. Alkaline tablets, which at present have 
a large sale at cigar stands and soda fountains, 
must be placed in the same category with the 
Sippy powders. 

In order to insure a good degree of urinary 
acidity at all times in patients who have har- 
bored urinary calculi the continual ingestion of 
some urinary acidifying agent has been sug- 
gested. This is impractical and undesirable. It 
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is impossible to make patients who feel well, as 
do most patients who have had urinary calculi 
removed, take medicaments several times daily 
for long periods of time. The administration of 
such salts as ammonium chloride, calcium chlo- 
ride, or sodium acid phosphate, which are most 
commonly used as urinary acidifying agents, 
probably is too unphysiologic to be employed 
continuously. Adjustment of the diet so that 
an acid residue is left to pass through the kidney 
is probably a preferable method of maintaining 
an acid urine. If an acidifying agent is to be 
given, a salt like ammonium chloride is more 
desirable than sodium acid phosphate because it 
does not increase the phosphate radical in the 
urine which goes into the composition of many 
stones. However, ammonium chloride also pos- 
sesses the disadvantage of increasing to a sig- 
nificant degree the calcium and the phosphate 
excretion in the urine, thus increasing the con- 
centration in the urine of the substances of 
which many urinary stones are composed. Fur- 
thermore, it has the detrimental effect of causing 
a loss of calcium from the body. 


A considerable amount of evidence has been 


accumulated indicating that vitamin A defici- 
ency is a factor in the development of urinary 


calculi. Numerous investigators have success- 
fully produced calculi experimentally by feeding 
diets deficient in vitamin A. The application 
of these results to humans, however, has been 
beset with difficulties; in animals a severe de- 
gree of avitaminosis and pronounced unphy- 
siologic states are necessary before calculi ap- 
pear, conditions which usually are not present in 
humans. 


Further evidence for the relationship of vita- 
min A to urinary stone formation has been found 
in the correlation of the amount of the vitamin 
in the diet in certain regions with the incidence 
of urinary stone in those regions. In certain 
parts of the world, such as India, urinary stones 
and vitamin A deficiency are very common. On 
the other hand, in the South African Negro,’ 
who subsists on a rich vitamin A diet, urinary 
calculi are almost non-existent. Also attributed 
to the increase of vitamin A in the diet is the 
disappearance of urinary calculi in the children 
of today; a century ago fifty per cent of all 
urinary calculi occurred in children and young 
adults. 
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A third type of evidence for the relationship 
of vitamin A to urinary stone formation has 
been found in the photoadaptation test as a 
measure of vitamin A deficiency. The rate of 
regeneration of the visual purple in the rods of 
the retina is dependent on the presence of vita- 
min A, and the rate of dark adaptation has been 
used as a measure of vitamin A deficiency, espe- 
cially for deficiencies of sub-clinical degrees. As 
measured by this test, minor degrees of vitamin 
A deficiency are much more prevalent than was 
formerly supposed and application of this test 
to patients with urinary calculi has revealed vita- 
min A deficiency in as high as ninety-six per 
cent of cases. 


In employing vitamin A together with an acid 
ash diet, Higgins® has been able to reduce the in- 
cidence of recurrence from sixteen to five per 
cent, and has by the same method been success- 
ful in causing the disappearance of formed cal- 
culi. Oppenhéfiner and Pollock,’ in attempting 
to repeat Higgins’ results, found that in none of 
the twenty-seven patients with urinary calculi 
studied by them did even a partial resolution 
of a stone occur ; that in five patients an increase 
in size of the stone occurred; and that in one 
patient a new stone formed. LEzickson,® using 
the photoadaptation test as a measure of vita- 
min A deficiency, made the interesting observa- 
tion, as had been previously reported, that where- 
as a deficiency of vitamin A is present in many 
of the patients with urinary calculi no improve- 
ment in the adaptation to light occurs in these 
patients following the administration of vitamin 
A. He concluded that patients with urinary cal- 
culi do not absorb sufficient vitamin A. 


From present evidence it would appear that 
vitamin A deficiency predisposes to urinary cal- 
culus formation but that the administration of 
this vitamin in the form of oily concentrates is 
of questionable value as a preventive measure. 
Since its administration is, however, attended 
with little effort and expense, it is probably de- 
sirable to employ it until the problem in regard 
to its utilization in the patient with urinary 
calculi is completely solved. 


Prolonged recumbency as occurs in certain 
paralytic conditions and in the treatment of 
certain fractures, frequently is associated with 
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renal calculi. Several factors of those already 
described as favoring urinary stone formation 
are operative in the bedridden patient. A re- 
duced fluid intake with a resultant small urinary 
output is likely to occur. If the patient is hos- 
pitalized he may receive much citrus fruit and 
have an alkaline urine. Probably the two most 
potent factors, however, are an increased urinary 
excretion of calcium and a stasis of urine in the 
kidney. The increased calcium excretion is sec- 
ondary to a demineralization of bone which oc- 
curs in these patients. Stasis occurs in the kid- 
ney because in the recumbent position some of 
the calices are the most dependent portion of the 
urinary tract. 


With the elucidation of the disease hyper- 
parathyroidism, another factor at times causing 
urinary calculi, has been uncovered. This con- 
dition, usually the result of an adenoma of a 
parathyroid gland is associated with an in- 
creased excretion of calcium and phosphorus in 
the urine. Urinary calculi have been estimated 
as occurring in as high as sixty per cent of the 
cases of this disease. Considerable difference of 
opinion, however, exists as to the frequency of 
this disease and its importance as a factor in all 
urinary calculus formation. On available evi- 
dence today it seems to be a rare disease and a 
rare cause of all urinary calculi. Since, how- 
ever, a large percentage of the cases develop 
urinary calculi, reliable blood calcium determina- 
tions are indicated in all patients who have de- 
veloped calcium calculi. When reliable blood 
calcium tests are not obtainable the Sulko- 
witch test, which is a simple test performed on 
the urine, may be used for detecting excessive 
calcium excretion. 


Another metabolic disorder to be kept in mind, 
especially when dealing with non-shadow cast- 
ing calculi, is gout. In the two diseases, hyper- 
parathyroidism and gout, urinary calculi may 
represent a manifestation of a fundamental met- 
abolic disorder. 

Tm this discussion a conscious effort has been 
made to consider only those aspects of urinary 
stone formation which have a practical signifi- 
cance and to avoid those which, although inter- 
esting and intriguing and accorded much atten- 
tion, as for instance the protective colloids or 
the subepithelial plaque of Randall, offer noth- 
ing that can be used in therapy today. 
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SUMMARY 


The first step in the prevention of recurrence 
of urinary calculi is the complete removal of the 
primary stone; stasis and infection, although 
important causes of primary stone formation, as- 
sume greater importance as factors in recur- 
rence; experimental evidence of the relationship 
of focal infection to urinary calculus formation 
is so definite that all readily accessible chronic 
foci of infection should be removed; measures 
favoring solution of the salts of which urinary 
calculi are composed, such as diluting the urine 
and maintaining a proper reaction of the urine, 
are valuable prophylactic measures; vitamin A 
deficiency is a factor in urinary stone formation 
but its value as a prophylactic measure when ad- 
ministered to patients who have harbored uri- 
nary calculi is, however, questionable; hyper- 
parathyroidism and gout are metabolic disorders 
to be kept in mind as occasional causes of uri- 
nary calculi; prolonged recumbency increases 
the susceptibility to urinary stone, and in pa- 
tients who remain in this condition all possible 
prophylactic measures against stone formation 


should be instituted. 
DISCUSSION 

Dr. W. W. Holland, Macomb: There are a couple 
of phases of Dr. Droegemueller’s paper that I would 
like to discuss. The first is to take an x-ray im- 
mediately after or during surgical procedures to 
rule out any small fragments of stone that might be 
left and to reveal soft shadows that did not show 
up on the original plate. It is important to flush the 
kidney pelvis through the incision in the pelvis after 
a nephrostomy tube has been inserted in order to 
wash out any small fragments. Higgins of Cleveland 
has devised a special irrigator for this purpose. Be- 
fore the pelvis is closed it is important to pass a 
small ureteral catheter to wash out any small frag- 
ments that may have dropped into the ureter during 
manipulation, Various writers in reporting on this 
subject have mentioned the occurrence of stone in 
this way. In operations on the kidney the percentage 
of recurrence was high. This brings up the point of 
relation between fragments that are left and blood 
clot. Higgins has also advised that in suturing the 
pelvis or ureter we use very small catgut and put 
it in the serosa only, so there will not be a small loop 
of catgut left to form the nucleus of a stone. Dr. 
Cabot stresses a very important maneuver in this 
sort of surgery; when the stone is in the lower ureter, 
he introduces a nephrostomy tube after removal of 
the stone and then resuturing the kidney, using the 
post:rior capsule. Postoperatively we should always 
do an intravenous pyelogram to be sure we have re- 
moved all the fragments, so that the patient will 
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not return in a few months with what we think is 
a new stone but which is really a fragment that was 
left. The use of one of the sulfonamide groups of 
drugs is very important in treating infections of the 
urinary tract. Dr. Helmholz has worked these out with 
every known type of bacteria. These should also be 
used in the dressings of any infection. We have used 
large doses of vitamin A postoperatively. 


105 So. York Street 
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*~ 
THE RATIONALE IN THE TREATMENT 
OF INFANTS AND CHILDREN 


A. J. Fietcuer, M. D. 
DANVILLE 


The modern treatment of infants and children 
is based on the comparative study of groups of 
children in large infants’ and children’s hos- 
pitals. This treatment stresses both the fact that 
children should be recognized as individuals, and 
the use of good common sense. 

I think that the prevention of disease in in- 
fants should begin with the prenatal care of the 
mother. The early reporting to the obstetrician, 
the monthly and weekly check-ups, and the cor- 
rection of conditions that impair the health of 
the mother should go far in the prevention of 
various things that happen to new-born infants. 
The various drugs given to mothers to prevent 
pain in labor should be administered with cau- 
tion and a thorough understanding of the prog- 
ress of labor. After the baby is born, the 
mother should be placed in a comfortable room 
as soon as possible, and allowed to rest. The 
baby should be kept in as even a temperature 
as possible, preferably between 70 and 75, and 
allowed to nurse the mother in about 12 hours 
after birth. 

At this point it is well to explain or rational- 
ize the feeding of infants. Each infant is an 
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individual, and cannot be fed by any absolute 
scale or formula. When you consider that the 
mechanism of digestion is approximately that 
of an adult, and that you have to provide food 
for an activity that is many times greater than 
that of an adult, and growth which is enormous, 
you can see that the digestive capacity is taxed 
to the utmost. It was shown many years ago 
by group observation and experiment that in- 
fants do not empty their stomachs for at least 
three hours, and bottle-fed infants average one- 
half hour longer than breast-fed infants. There- 
fore, the four hour schedule has been accepted 
as the logical interval between feedings of 
healthy infants. Contrary to the views of some 
of our leading psychiatrists, the four hour inter- 
val and the attempt to keep an infant on sched- 
ule is important. Infants form habits quickly 


and it has been my contention that, since this 
is so, it is up to us to teach them good instead 
of bad habits. | 

Several years ago men became interested in the 
initial loss in new-born infants, and tried to 
correct it by giving glucose solutions, beta lac- 


tose solutions, and complimentary feedings im- 
mediately after birth. Grulee and his co-work- 
ers think that this wave of interference which 
went over the country at that time probably 
influenced the reduction of breast-fed babies. At 
the present time they advocate giving nothing 
but water until it is proven that the nurse is 
inadequate, even then allowing the baby to nurse 
a reasonable length of time on a satisfactory 
schedule with a complimentary feeding im- 
mediately after nursing. 

The average number of calories and the average 
amount of fluid per pound of body weight is 
fairly well established for the normal infants. 
However, keeping in mind that infants are in- 
dividuals, it is impossible to feed them by any 
set scale. If this were not true there would 
never be trouble in feeding. We will assume that 
every effort has been made to keep the baby on 
the breast and, in spite of our efforts, we have 
a bottle-fed baby. What kind of formula are 
we going to give this baby, and how are we going 
to know that this formula is adequate? We know 
that the average ounce of cow’s milk contains 
20 calories, evaporated milk 40 calories, sugar 
120 calories, and the average ounce of dried 
milk, with the exception of Dryco, contains 
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120 calories, for feeding purposes. The normal 
infant needs an ounce and a half to two ounces 
of fluid per pound of body weight, and from 
40 to 50 calories per pound of body weight. New- 
born infants need more fluids than older chil- 
dren. Therefore, it is comparatively easy to 
make out a formula for an individual child. If 
the baby gains, is happy and contented, and the 
stools are normal you have hit on the proper 
formula. But you can only consider the first 
formula as an “X”, and you go on from there to 
make necessary changes for the individual child. 
The weighing of the child at weekly intervals, 
the examination of stools, and the general well- 
being of the child are your guides in the cor- 
rectness of your formula. 

There are several kinds of feeding — cow’s 
milk, evaporated milk, S. M. A., similac, and 
many other baby foods which are all good. In 
my experience I have seldom had to use anything 
but cow’s milk and evaporated milk. The only 
advantage I can see in foods such as S. M. A. 
and similac is that they are easily prepared and 
contain necessary vitamins and sugars. The 
average feeding should contain from 3 to 4% 
sugar; that is, 4 tablespoonfuls of Karo syrup 
to a quart of mixture makes approximately 4%, 
or plain granulated sugar, or 6 tablespoonfuls 
of dextramaltose. Honey and cartose are some- 
times used. Tice of Philadelphia states that 
more babies get along well on granulated sugar 
than on any other preparation. 

Here it is well to emphasize again the digestive 
capacity of the infant, and to realize that the 
least disturbance might cause a digestive upset 
— colic, diarrhea, etc. — without any infection 
or pathology. Various physics and cathartics 
are condemned for several reasons: first, they 
cloud the diagnosis ; second, they are habit form- 
ing; third, they actually create digestive dis- 
turbance. It is reasonable to believe that, if 
the technique of preparing feedings has been the 
same and there has been no change in the quan- 
tity, quality or amount of sugar, you must look 
further than the formula for the cause of vomit- 
ing and diarrhea. 

It is common knowledge that there is fre- 
quently a digestive disturbance — colic, vomit- 
ing, diarrhea, and sometimes temperature — 
the day after the mother gets home from the 
hospital, or a few days after the mother resumes 
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her household duties. We know that babies 
often show digestive disturbance the day after 
the maid’s or the nurse’s afternoon off. This, 
I am sure, is due to a nervousness on the part 
of the mother, which is easily transmitted to the 
baby. 

At the present time it is customary to begin 
light cereal feeding with the formula at about 
four months. This gradually is increased, and 
the various vegetables, cooked fruits, and soups 
are added as the infant’s digestive capacity in- 
creases. It is believed that they get their 
natural vitamins by this method, and have a 
better resistance to various infections. 

There has been an everlasting controversy 
between the doctor, practical nurse, grandmoth- 
er, and aunt as to the digestive disturbance 
caused by the cutting of teeth and worms. We 
are apt to lean over backwards in our anxiety 
to teach the mother that teething is a physiolog- 
ical process, and that the presence of worms 
can be verified by examination of the stools. 
However, any doctor who has raised a family 
of his own, or has been in close contact with 
infants cutting teeth must have observed the co- 
incidence of digestive disturbance with the ap- 
pearance of one or more teeth. If we concede 
this to be true, and remember that the digestive 
capacity is still taxed to the utmost under normal 
conditions, we cannot overlook the fact that a 
middle ear infection, or anything else causing 
the child discomfort would bring about a di- 
gestive disturbance. Conservative treatment at 
this point with good nursing care is usually all 
that is necessary. Teething rings, although 
rather unsanitary, are not particularly harm- 
ful, but the lancing of gums is both a cruel and 
dangerous procedure. If worms are found, steps 
should be taken to eliminate them, and this is 
not easy. It is like scabes and other things 
that attack whole families. The treatment is 
that of eradication of the source of infection, 
and getting rid of the worms by the various 
methods found to be efficient. However, it 
cannot be done by one or two doses of Janes 
vermifuge, but must be done thoroughly and 
efficiently over a long period of time. 

Prevention is our first line of defense in the 
treatment of infants and children. The resist- 
ance should be built up by the proper administra- 
tion of the various vitamins, especially those of 
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known value such as A and D to prevent rickets, 
B, combinations with riboflavin, and vitamin C. 
Vitamins A, D, and C are given routinely to all 
infants, and it is my custom to give rather large 
doses of the B complex after depleting illnesses 
where there is usually loss of appetite, and 
sometimes vomiting and diarrhea. 


The Committee on Contagious Diseases of the 
American Academy have recommended three im- 
munizing procedures, all to be given within 
the first year of life: 1. Immunization against 
whooping cough with Sauer’s vaccination at 8 
months, 2. immunization against diphtheria at 
nine months, and 3. vaccination within the first 
year. Some men have combined tetanus and 
toxoid with the recommendation of an additional 
injection of 1 cc. of tetanus toxoid each year. 
Other men have combined whooping cough and 
toxoid in the same office call. These procedures 
are not recommended by the Committee. While 
I do not believe that all men should give the 
same advice on all procedures, I certainly think 
that the men who treat children should agree 
to give the same advice in regard to the immuniz- 
ing procedures recommended by this Committee. 
If we could formulate some system by which 
all children could be immunized the first year 
against diphtheria, whooping cough, and small 
pox we would go far in our fight against the in- 
cidence of these diseases. 


The five doses of scarlet fever serum, although 
recommended, is still a questionable procedure, 
and is not recommended until well up in the 
end of the second year. As we all know, scarlet 
fever is a treacherous disease. Many children 
have it and are hardly sick enough to be put to 
bed, and yet will infect another child who de- 
velops a fulminating case. Knowing the danger 
and complications of this disease, I strongly 
recommend that children two years or over be 
immunized, in spite of the fact that you are 
liable to make enemies of both mother and child. 
However, it should be explained that the pro- 
cedure is not proof against the child having the 
disease, and that we only know that it reduces 
the incidence and severity, and those who are 
immunized are not so apt to have complications. 
The use of sulfa drugs has proven disappoint- 
ing in scarlet fever. Convalescent serum and a 
new antitoxin recently produced have proven 
to be life-saving measures in fulminating scarlet 
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fever. Dr. Hoyne of Chicago thinks that con- 
valescent serum given to exposures will im- 
munize for about ten days. If the exposure is 
continuous, or the child is re-exposed, it is well 
to give another treatment. 


There is no immunizing treatment of proven 
value against measles. Placental globulin and 
convalescent serum given after exposure in small 
doses have been found to be valuable in pre- 
venting severe attacks, but do not give perma- 
nent immunity. 

Up to date we have no proven immunizing 
procedure against upper respiratory infection, 
so as a preventive measure, we have to rely 
on the general health of the child, building up 
his immunity by balanced diet, removal of all 
sources of focal infection, and a toughening proc- 
ess consisting of keeping the environment that 
of body temperature rather than that of a sweat 
bath. Much of the susceptibility of children 
to infection is due to super-heated houses, bun- 
dling for zero temperature in mild weather, rags 
around the neck, greasy messes on the chest, and 
lack of the proper amount of rest. 


It has been my observation that each year we 
have a different type of virulence and sequilla 
in upper respiratory infections. A drug that 
seemed to prove efficient last year has little or no 
effect on the condition this year. One year we 
will have complications of pneumonia, the next 
year a run of rheumatic conditions, and possibly 
another year many severe middle ear infections 
with mastoiditis and mastoid operations as an 
end result. This year we have had a great many 
gastro-intestinal upsets as the result of upper 
respiratory infection. Therefore, it is impossible 
to say that a certain line of treatment is spe- 
cific. The past few years we have been more 
and more amazed and gratified by the apparent 
therapeutic effect of the sulfa drugs, and it is 
hoped that this-time we have found something 
that is specific in its effects, rather than the 
effect being due to the change in the virulence 
and type of infection. The treatment is still 
symptomatic, but we have found it advisable 
not to give other drugs when we are giving 
the sulfa drugs. We also feel uneasy when we 
are giving these drugs in full doses in the home 
where we cannot watch the effect by laboratory 
procedure. 
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There is one other old enemy — diarrhea, es- 
pecially the type that we get in the summer 
months, for which we hope we have found a drug 
in the form of sulfaquanidone that will prove 
specific. The treatment of the disease has gone 
up and down the scale from castor oil, paregoric, 
bismuth preparations, starvation and various 
types of astringent enemas. At the present time 
we confine our treatment to absolute rest, a non- 
irritating diet with as high a caloric value as 
possible, keeping up the water balance, blood 
transfusions if necessary, and large doses of 
sulfaguanidine. Sulfathiazole and sulfadiazine 
sometimes have to be substituted. In spite of 
arguments for and against, we still like to give 
sodium bicarbonate with the sulfa drugs, espe- 
cially in diseases of children. 

SUMMARY 

In summing up, I want to emphasize: 1. 
that the treatment of infants and children de- 
pends upon applying proven scientific methods 
to the individual child ; 2. the adoption of a uni- 
form plan in the use of immunizing procedures 
approved by a special committee appointed by 
the County Medical Associations; 3. older 
children, especially those who have not been 
immunized, should be given the Schick test 
and the Dick test, immunized if positive, and 
re-vaccinated before entering the first year of 
school; 4. we no longer give drastic cathartics 
to work off colds; 5. Rest is important. I was 
impressed several years ago in talking with a 
woman about her sick child during the flu epi- 
demic in the World War. She stated that she 
and the doctor sat up all night and gave medicine 
every fifteen minutes, and I told her that she 
must have had a damned tough child! 





VIRUS PNEUMONIA 


Herman N. Kamin, M.D. 
CHICAGO 

Until a few years age pneumonia had been 
considered a dreaded disease. Recently how- 
ever the mortality rate has been reduced from 
30% to less than 10%.’ This has been attributed 
to a large extent to the prompt and widespread 
use of the new sulfa drugs. When indicated, 
chemotherapy is used in conjunction with anti 
pneumococcal serum. However, when the pul- 
monary infection is not pneumococcal in origin 
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and does not respond to these new chemicals, 
we find ourselves at a loss as to further treat- 
ment. 

That such cases do occur, is evidenced by the 
numerous reports which have been coming in 
from various sections of the country, and from 
our own observations here in Chicago. These 
conditions have been labeled atypical pneumonia, 
acute pneumonitis, bronchopneumonia of un- 
known etiology (variety X), atypical pneumonia 
of unknown etiology and virus pneumonia. The 
latter name seems to be the one most widely used. 


Gallagher? reported eighty seven cases in 
1941. Thirty two cases have been reported by 
Longcope.** Recently, August 1942, Markham’ 
reported one hundred seventy five cases from 
Fort Osborne Military Hospital in Canada. 
Other reports found in the literature are those 
of Reiman*, Weir and Horsfall’?, Hornibrook 
and Nelson®, Kneeland and Smetma® and Moss.?° 
The new publication “War Medicine’”’,” devotes 
a special article to this disease in its issue of 
March 1942. 


This type of pneumonia is still present here 
and elsewhere in considerable numbers. It is 
too early to draw any final conclusions, but 
enough cases have already been observed to 
make possible this preliminary report. 


Etiology — In Chicago we have been witness- 
ing these pneumonias since the beginning of 


1942. Its incidence seems to be increasing. 
Most of the cases occur in young adults between 
the ages of twenty and forty five. It is more 
prevalent in women. Apparently it is com- 
municable, as many of the patients contracted 
the disease after nursing other such patients. 
Institutional epidemics have been reported by 
Gallagher,?, Markham® and others. 


Bacteriology — Careful studies have heen 
made of the sputum and blood of many such 
patients. The outstanding feature is the fail- 
ure to isolate from the sputum any bacteria 
which are usually held responsible for most 
pneumonias. J. Markham® in his studies found 
the sputum of these patients to contain the 
usual flora seen in normal individuals. The 
blood cultures as a rule are negative. Stickney 
and Heilman’* of the Mayo Clinic, have made 
a very careful study of one such case of atypical 
pneumonia and have successfully isolated a virus 
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which is antigenically related to the virus of 
psittacosis. 

Symptoms — The incubation period is any- 
where from five to fifteen days. The onset may 
be sudden with a chill, but usually is gradual 
with lassitude, marked weakness and severe head- 
ache. A hoarseness may develop during the 
first few days. About the third or fourth day 
a dry cough makes its appearance. This later 
becomes paroxsymal in character, somewhat pro- 
ductive and may last for several weeks after 
the patient has been temperature free. 

Clinical Findings — The patient is markedly 
prostrated, but does not appear to be very ill 
or toxic. The breathing is neither increased 
nor labored. There is usually no cyanosis. The 
temperature varies between 100 and 104 and 
the pulse is only slightly increased. The fever 
will last from seven to fourteen days. In rare 
cases it may last as long as three to six weeks. 
Relapses in temperature are common. 

Physical examination of the chest reveals very 
little during the early stage of the disease. Later 
one may detect slight impairment of resonance 
in one or more areas. This is usually accom- 
panied by some fine inspiratory rales. By the 
end of the second week, the findings tho not 
marked, are diffuse and bilateral as a rule. Only 
in the unusual case does one find definite dull- 
ness and marked bronchial breathing. 

Laboratory Findings — As was mentioned 
above blood cultures are usually negative. ‘The 
sputum is thick grayish white and mucoid 
in character. It is not blood streaked. Further 
microscopic and bacteriologic studies reveal 
nothing unusual. The leucocyte count varies 
between 6,000 to 10,000 with a normal differen- 
tial. The sedimentation rate is only slightly 
increased. X-ray of the lungs usually reveals 
bilateral infiltrative processes starting at the 
hilum but not extending to the periphery. ‘This 
may account for the scarcity of the physical 
findings. ‘In the exceptional case the x-ray may 
reveal a consolidation of one or more lobes. 

Clinical Course and Treatment — Practically 
all patients get well. Complications are rare. 
The few deaths that have occurred, have been 
in old people who had associated degenerative 
changes in other parts of the body. The tem- 
perature usually drops by lysis after about seven 
to fourteen days and as mentioned above, may 
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last three to six weeks. None of the sulfa drugs 
seem to have any effect. Occasionally stopping 
the drug will be followed by a drop in temper- 
ature. In a number of cases antipyretics of 
yarious kinds seemed to be of value. Some did 
not respond to any medication. There the treat- 
ment is chiefly symptomatic. If the cough is 


disturbing a sedative cough mixture is usually 
prescribed. 


DISCUSSION 

The symptoms, clinical and laboratory find- 
ings as given above, speak for a specific clinical 
entity. It is possible that such cases existed in 
the past, but because of the scarcity of physical 
findings x-ray studies were not made and the 
pulmonary infiltrative processes were overlooked. 
However, this unusual form of pneumonia has 
now been reported with greater frequency from 
various sections of the country. It has been 

prevalent also during the past summer, at a 

time of the year when upper respiratory infec- 
tions and pneumonias are at a minimum. It 
seems to be communicable and outbreaks have 
been reported in institutions and camps. Is it 
possible therefore, that these atypical virus pneu- 
monias which we have been seeing in increasing 
numbers during the past nine months, represent 
the first wave of an epidemic which may in some 
way be related to the much dreaded influenza 
epidemic ? 

SUMMARY 

1, A present widespread occurrence of an un- 
usual type of pneumonia is described. 

. This pneumonia is thought to be due to a 
virus. 

. None of the sulfa drugs seem to have any 
effect on the course of the disease and tem- 
perature curve. 

. The question is raised as to the possible re- 
lationship of this disease to an influenza ep- 
idemic. 
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A THEORY ON THE ORIGIN OF CANCER 
Preliminary Report 


A. L. Maanetia, M.D. 
J. H. Kapran, M.D. 


EK. Hyson, M.T. 
ROCKFORD 


It is the purpose of this paper to present a 
preliminary report of a theory on the origin of 
cancer and a method of treatment. A review 
of the literature for the past twenty years failed 
to reveal any work that had been done which 
might be considered analyolous to the theory and 
form of treatment herein presented. Although 
the material that we have to present (in this 
report) may appear to be meager and incom- 
plete, we felt that because of our present un- 
certainty in proceeding with this work, due to 
the war, an introductory resumé is profitable. 

Normal tissue grows in an orderly fashion and 
definite pattern. Its growth ceases when it 
becomes a physiologic functional structure. Can- 
cer, on the other hand, is a spontaneoys pro- 
gressive new growth of tissue, characterized by 
a lack of order of its cellular structure, with 
little or no differentiation or organization, whose 
sustained progressive growth will produce ul- 
timate death to the host. 

Age, anemia, heredity, carcinogenic substances, 
irritation, irradiation, trauma, tissue sensitivity, 
embryonic cell rests, and nerve influence are 
among the many predisposing and inciting fac- 
tors of cancer. But the isolated factors in them- 
selves are insufficient to produce cancer unless 
perhaps there is a disturbance of balance in the 
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growth control. The isolated predisposing causes 
may be present in many people and yet they 
do not develop malignant growths. A constant 
pipe smoker may not develop carcinoma of the 
lip but may, however, develop a cancer else- 
where in the body. The explanation can be 
designated to our present knowledge of hormonal 
activity, by the specificity of action of hormones 
on specific tissue. As proof of tris specificity 
of hormonal action, it is well known that estro- 
genic substances will cause hyperplasia of breast 
tissue, vaginal mucosa and endometrium; that 
pregnancy stimulates cancer of the breast tissues, 
ovaries, and uterus to more rapid growth, but 
does not have much effect on cancer of other 
organs; in fact, it may cause an actual regres- 
sion of growth in some structures. 


Hence the etiology of cancer cannot be merely 
designated to the predisposing factors mentioned 
above. But the presence or absence of specific 
growth controlling hormones for specific tissues 
is considered as a vital factor in balancing the 
pattern of tissue growth. 


In the search for a most abundant source of 
growth controlling hormones, the pregnant moth- 
er at term should be selected for the following 
reasons: first, the embryonic cells possess more 
than any others the essential pattern of tumor 
growth; (Cohnheim’s theory of the embryonal 
cell rest was founded on this fact) ; second, it 
is presumed that as a result of the supply of 
growth controlling factors or hormones the em- 
bryo develops into a well organized and differen- 
tiated organism ; third, hormonal activity is at its 
highest peak in the last days of pregnancy or at 
full term as shown by the increase in the amount 
of known hormones in the mother’s blood stream 
from the beginning of pregnancy to the end. 
(Wold-Endocrinology in Modern Practise). 


Urine collected from the pregnant mother dur- 
ing the second stage of labor and umbilical cord 
serum obtained immediately after the severance 
of the cord was used in the treatment described 
further. The urine was rendered sterile by 
passing it through a Berkfeldt filter, collecting 
and capping in bottles under sterile conditions 
and found to be sterile after the above described 
technique was used in preparing the material, 
and in no instance did infection result from its 
injection subcutaneously. 
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The experimental data that has been compiled 
is promising although admittedly incomplete. 
Mice in whom spontaneous tumors developed 
(carcinoma of the breast) and a group of A. B. 
C. mice in whom sarcoma 180 were transplanted 
were used as both control and treated subjects. 
All mice were obtained from the Roscoe Jack- 
son Memorial Laboratory, Bar Harbor, Maine. 
The same technique was used in transferring 
the tumor in each experiment so that all animals 
received approximately the same amount of 
tumor tissue. The tumor was cut into fine pieces, 
a small portion was placed inside the bevel of 
a 16 gauge needle and the needle inserted sub- 
cutaneously in the abdominal wall. The stilet 
was then pushed beyond the end of the bevel — 
thereby depositing the tumor tissue in the ab- 
dominal wall as the needle was removed. After 
having been transplanted, the mice were divided 
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into two groups, one left untreated and kept as 
controls, the others given 14 cc. of a 50% dilu- 
tion of pregnancy urine daily beginning the 
day following the transplantation. 

Although the mice in both groups developed 
tumors, Figure A shows the contrast in the life 
span of the mice that were treated as compared 
to the controls. The average lifetime of the 
treated mice was 63.09 days as compared to 
47.7 days for the control group. Another inter- 
esting observation was that the untreated mice 
all died within 35 days after the death of the 
first mouse, while the treated mice all died with- 
in a span of 82 days after the death of the first 
mouse in the treated group. 


This experiment was repeated in another group 
of transplanted tumor mice and the treated 
group were given 1/, cc. of cord serum subcutane- 
ously daily. The average life span of the con- 
trol group was 30.4 days and of the treated 
group 56.2 days. Figure B also bears out the 
fact that the entire control group were dead 
within 20 days after the first mouse died in that 
group. In the treated group of that series, al- 
though 4 mice died on the 36th day after trans- 
plantation of the tumor, the majority lived over 
a span extending between 42 and 81 days after 
transplantation. In the spontaneous tumor 
groups the observations described above were 
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again confirmed as shown in Figure C. Groups 
D and E of the spontaneous tumor mice were 
treated with pregnancy urine, and groups F and 
G were treated with cord serum. 

The histological pictures in the tumors of the 
treated mice revealed considerably more necrosis 
than in the untreated group. These observations 
were made by Dr. A. Mathews, pathologist of 
the St. Anthony Hospital in Rockford, Illinois, 
and by Dr. H. Rusch, pathologist at University 
of Wisconsin. However, these men did qualify 
their findings with the remark that the areas of 
the tumors selected for sectioning may have 
differed in the degree of necrosis. Care was 
taken, however, in selecting the healthiest appear- 
ing tissue for sectioning and study. 
SUMMARY 

We have repeatedly mentioned the fact that 
we are fully aware of our inconclusive results ; 
nevertheless, the laboratory findings do show a 
spark of future possibilities. The material was 
also used in several cases of inoperable carcin- 
oma in human beings, and here again we ob- 
served what we considered interesting and ben- 
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eficial, yet inconclusive results. The results in 
the clinical cases were based on the fact that 
these individuals were relieved of their symptoms 
and were able to carry on their daily routine. 
We are not including our clinical case reports 
in this paper, because of the comparatively short 
time which has elapsed since the beginning of 
this work, although one case has been treated for 
18 months and several others for a year. 

Perhaps the work which has been started may 
find its way to the interest of investigators with 
better facilities to carry on such an experiment 
and thereby determine the true worth of our 
efforts. 





CONSIDERATIONS REGARDING THE 
DEPTH OF ANESTHESIA 


By W. H. Cassets, M.D. 


University of Illinois College of Medicine 
CHICAGO 
Not long after I graduated I had to reduce 
a fractured hip and put on a plaster spica. The 
reduction of the hip happened to prove simple; 


but in the application of the cast I encountered 
one difficult problem, I did not know when to 
stop. Many situations in medicine present sim- 


How much or how little of a 
drug is required? It may be digitalis, or sul- 
fanilamide, or thyroid extract. The skilful 
physician knows the usual requirements but he 
also realizes that the ultimate decision depends 
on the patient’s reaction to the drug. He must 
be able to recognize both the therapeutic effect 
and the hazards and manifestations of overdos- 
age. 

The same principle is of upper-most impor- 
tances in anesthesia. We can only estimate with- 
in wide limits the requirements of each individ- 
ual, and we rarely know what concentration of 
the drug is actually in the patient’s body. Only 
a blood analysis, or at least a gas analysis of the 
contents of the breathing bag, would give us the 
actual figures. Fortunately, they would be of 
academic interest only. I like to take the view 
that the patient does the gas analysis and it is 
for us to evaluate his results and to correlate 
them with the requirements of the surgical pro- 
cedure. 


Presented before Section on Surgery, 102nd annual meeting, 
Illinois State Medical Society, Springfield, May 20, 1942. 


ilar problems. 
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The chief purposes of anesthesia are to abolish 
pain, to prevent the patient from moving, to 
obtund certain troublesome reflexes, and to pro- 
duce muscular relaxation. These conditions vary 
with the depth of anesthesia. Anesthetists di- 
vide the depth of general anesthesia into four 
stages. For simplicity, I am going to omit 
these details and discuss chiefly the third stage 
or stage of surgical anesthesia. The anesthetist 
divides this stage into four planes, but again for 
simplicity, I will limit myself to the terms 
light and deep anesthesia. 

The stage of surgical anesthesia is entered 
when the eyelid reflex is abolished. This can 
be determined by pulling up the eyelid, and, 
if necessary, stroking the eyelash a little. In 
surgical anesthesia there will be no muscular 
effort to close the eye. Loss of the lid reflex 
may be taken as an indication that the patient 
will have no consciousness of pain, although 
he may show some reflex reaction to stimulation. 
About this level, also the gagging and vomiting 
reflexes are obtunded. For smooth anesthesia 
these reflexes must be kept obtunded. 

In light surgical anesthesia, provided there 
is no respiratory obstruction, the breathing is 
deep and regular. As deep anesthesia is ap- 
proached, intercostal paralysis gradually de- 
velops, and in very deep anesthesia the breath- 
ing is carried on entirely by the diaphragm. 
This can be recognized by elevation of the ab- 
domen while the chest remains stationary or 
even sinks in on inspiration. Since respiratory 
obstruction can simulate this picture, it is neces- 
sary to be sure that there is a free airway. The 
best single guide to the depth of anesthesia is 
the depth of respiration. As long as there is an 
adequate respiratory volume, one can be sure 
that the anesthesia is not too deep. Shallow in- 
adequate respiration suggests the approach of 
the fourth stage, or stage of respiratory arrest. 
Transition to fourth stage anesthesia does not 
mean that the patient is dead. It means that 
he is not getting oxygen and will die unless that 
is supplied by artificial respiration. Supplying 
oxygen or air and permitting elmination of the 
anesthetic agent will quickly restore spontaneous 
respirations. 

As anesthesia progresses, muscular relaxation 
increases. This is the chief indication for deep 
anesthesia. 
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Not all anesthetics are capable of producing 
deep anesthesia. Nitrous oxide and ethylene 
can produce only very light anesthesia. Some 
patients cannot even be anesthetized with these 
agents alone. Overdosage with nitrous oxide or 
ethylene does not result in the usual effects of 
deep anesthesia but involves such reduction in 
oxygen that serious oxygen want ensues. It is 
important to bear in mind that the signs of 
oxygen want may be mistaken for signs of too 
light anesthesia. Muscular contractions, laryn- 
geal stridor, retching, rapid breathing, and in- 
creased pulse rate, though suggestive of too light 
anesthesia, may be the result of oxygen want. 
Cyanosis is not always present. If the mistake 
is made of giving more of the anesthetic agent, 
serious results may ensue. 


Ether, chloroform and cyclopropane are all 
capable of producing deep anesthesia, although 
cyclopropane usually produces less relaxation. 
Intravenous anesthetics, evipal or pentothal 
sodium, can. produce deep surgical anesthesia, 
but are less reliable and more difficult to con- 
trol. Avertin, administered by rectum, reaches 
its full effect in about one-half hour. It can 
produce deep anesthesia, but, since the required 
dosage has to be estimated beforehand, the re- 
sultant depth is obviously uncontrollable. It 
can only be used safely in doses which will pro- 
duce very light anesthesia. Added depth can 
be obtained by addition of an inhalation anes- 
thetic such as nitrous oxide. Respiratory de- 
pression or arrest must be guarded against when- 
ever any potent agent is used, particularly those 
administered by intravenous or rectal injection. 


The depth of anesthesia required for any 
surgical procedure has an important bearing 
on the choice of preoperative medication, anes- 
thetic agent and technic. 


Regarding premedication, a simple rule is that 
the deeper the anesthesia required the less sed- 
ative should be given. This apparent paradox 
is based on the fact that such drugs as morphine 
and the barbiturates increase the respiratory 
depression, and in deep anesthesia they make 
it difficult to administer enough anesthetic, and 
they increase the hazards of oxygen want and 
carbon dioxide excess. If nitrous oxide or eth- 
ylene is to be used, quite heavy premedication 
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is indicated as these agents require the added 
sedation. For cyclopropane anesthesia very 
light premedication is indicated. 

Regarding the choice of anesthetic agent, it 
is obvious that nitrous oxide and ethylene are 
suitable only for those operations which do not 
require muscular relaxation. For good relax- 
ation one of the more potent inhalation agents 
should be selected, and while much can be ac- 
complished with cyclopropane, ether remains the 
safest agent when profound relaxation is re- 
quired. Intravenous anesthetics should be used 
only for short simple operations because. pro- 
longed control in deep anesthesia is difficult 
and hazardous. They should be used by a com- 
petent anesthetist who can take care of respir- 
atory problems and who has an assistant to ad- 
minister the drug. 

Regarding the choice of technic, the chief 
consideration pertains to the use of endotracheal 
anesthesia. While the endotracheal technic has 
many other uses unrelated to the depth of anes- 
thesia, it is of great value in cases of abdom- 
inal surgery where deep relaxation and freedom 
from the straining caused by respiratory ob- 
struction are important. 

One further consideration regarding the 
choice of agent and technic must be stressed. 
Apart from one or two distinct limitations such 
as lack of potency of nitrous oxide and ethylene, 
almost anything can be done with almost any 
agent and technic. The choice is largely de- 
pendent on the experience, ability and prefer- 
ence of the anesthetist. 

Perhaps this paper should have started with 
the question “Why bother about the depth of 
anesthesia?” Like all things in medicine, the 
answer involves the best interests of the patient. 
The patient pays a high price for too deep anes- 
thesia. He also pays a high price for too light 
anesthesia. Like all things in medicine, there 
is an optimum. 

Let us consider the hazards of too light anes- 
thesia. If the anesthetist inadvertently lets 
the patient come up to the verge of the third 
stage, the surgical trauma may affect the pa- 
tient’s nervous system, causing more tendency 
to shock. Even more troublesome may be the 
return of certain reflexes. Vomiting may occur. 
The pharynx fills with vomitus and the patient 
may aspirate some foreign material. In his 
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efforts to remove the vomitus by suction or other 
means, the anesthetist is forced to interrupt ad- 
ministration of the anesthetic and still lighter 
anesthesia and greater disturbance of reflexes 
occur. The course of the anesthesia is no longer 
smooth. High concentrations of the agent, ir- 
ritant to the respiratory tract, are administered 
in an effort to recover the ground that has been 
lost. Even if vomiting does not occur, gagging 
and laryngospasm may develop with respiratory 
obstruction, oxygen want, etc., necessitating the 
administration of irritating concentrations of 
the agent, and so forth. All this injures the 
patient’s immediate condition and leads to post- 
operative pulmonary complications. Another 
aspect of too light anesthesia is that it may 
hamper the surgical procedure. Muscular ten- 
sion or movement may in a moment undo a care- 
fully executed orthopedic operation. Lack of 
adequate relaxation adds immeasurable difficu- 
ties to the work of the abdominal surgeon, leads 
to greatly increased reflex stimulation, trauma 
to viscera, longer operative time, imperfect sur- 
gical results, and to great irritability on the 
part of both surgeon and anesthetist. The anes- 
thetist must accept the responsibility of produc- 


ing smooth anesthesia of adequate depth to 
meet the surgeon’s needs. A prominent surgeon 
once told me that he had visited a well known 


surgical clinic for several days. In every opera- 
tion he witnessed the surgeon had to stop his 
work at least once to let the anesthesia techni- 
cian establish more satisfactory anesthesia. There 
is no need for surgeons to tolerate such inept 
assistance, nor to subject their patients to such 
unnecessary insults. Good anesthesia can and 
should be provided for all surgical patients. 


Let us considet now the hazards of too deep 
anesthesia. The anesthetist is tempted to play 
safe and give more anesthesia than is necessary. 
The surgeon is tempted to ask for more relax- 
ation than is necessary. In each case the pa- 
tient pays a price. Deep anesthesia causes res- 
piratory depression, inadequate ventilation, ox- 
ygen want, and carbon dioxide excess. The ox- 
ygen want may not be sufficient to cause obvious 
cyanosis but it may show itself in an increased 
pulse rate and a falling blood pressure. The 
carbon dioxide excess disturbs the acid base bal- 
aaice and undoubtedly causes other serious re- 
sults. Irregular jerky breathing in very deep 
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anesthesia is usually due to carbon dioxide ac- 
cumulation. The disastrous convulsions which 
sometimes occur in deep anesthesia are prob- 
ably related to carbon dioxide excess. Deep 
anesthesia in the hands of the incompetent 
anesthetist has the added hazard that it verges 
on inadequate respiratory exchange or even res- 
piratory arrest. In either case the patient may 
die from acute oxygen want. The well-trained 
anesthesiologist, on the other hand, recognizes 
the inadequacy of the respirations, and, if neces- 
sary, may maintain very deep anesthesia for the 
surgeon’s benefit while supporting the respira- 
tions by artificial means. 

Prolonged deep anesthesia has a serious effect 
on the circulation. Profound muscular relax- 
ation deprives the venous system of its normal 
support, respiratory depression removes a me- 
chanical asset to circulation, and deep anesthesia 
has a depressant effect on both the vasomotor 
center and the tone of the peripheral vessels. 
All these factors combine to produce shock. 

Sometimes the abdominal surgeon’s work can 
be facilitated by lightening rather than deepen- 
ing the anesthesia. In very deep surgical anes- 
thesia, when the intercostal muscles are par- 
alyzed the diaphragm is carrying the whole 
respiratory load and its action may become ag- 
gravated and jerky. This disturbs the surgeon. 
If the anesthesia is lightened to permit inter- 
costal activity the diaphragmatic movement may 
subside and working conditions improve. 

In most abdominal operations the surgeon re- 
quires the greatest relaxation at the time he 
opens the peritoneum, explores the abdominal 
cavity and packs off the intestines, and again 
at the time he is closing the peritoneum. A 
good anesthetist will provide deep anesthesia 
for these procedures but will lighten the anes- 
thesia during the intervening period. 

Deep anesthesia adds to the post-operative 
pulmonary complications. It results in a longer 
period of depression after the operation. The 
prolonged relaxation, respiratory depression and 
obtundation of the respiratory reflexes increase 
the dangers of atelectasis and aspiration pneu- 
monia. 

A word may be said here about regional anes- 
thesia. For abdominal surgery nothing produces 
better relaxation than a spinal anesthetic. Un- 
doubtedly spinals have answered the problem of 
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relaxation for many surgeons who otherwise had 
to tolerate unsatisfactory inhalation anesthesia. 
This method, of course, has its drawbacks as 
well as its advantages, and the debate on spinal 
vs. inhalation anesthesia still goes on. Probably 
the best answer at present is that each clinic 
should use the method which proves most satis- 
factory in their hands. It is generally agreed, 
however, that for high abdominal operations in 
poor risk patients spinal anesthesia is undesir- 
able. In such cases a very useful method is to 
combine light inhalation anesthesia with an 
intercostal block or an abdominal wall block to 
produce the necessary relaxation. Occasionally 
when efforts to produce adequate relaxation with 
inhalation anesthesia fail, the surgeon can help 
the situation by injecting a local anesthetic into 
the rectus muscle. 


I have tried to present a paper which will 
be helpful to the average surgeon. I believe 
that better understanding of such problems leads 
ultimately to greater confidence. Good anesthesia 
can produce all the working conditions which 
the surgeon requires with a minimum of haz- 


ard to the patient. The surgeon’s peace of mind, 
as well as the patient’s welfare, will depend on 
the confidence and understanding that exist 


between surgeon and anesthetist. A competent 
anesthetist who understands the physiologic and 
pathologic processes involved can co-operate with 
the surgeon in providing the necessary working 
conditions, and at the same time guard against 
unnecessary damage to the patient. 


By judicious choice of anesthetic agents and 
technics ; by careful individualization of the pre- 
operative medication ; by proper control over the 
respiratory mechanism, avoidance of obstruc- 
tion and support of respiratory exchange when 
necessary; by careful observation of the signs 
of anesthesia and avoidance of sudden disturb- 
ances; by constant evaluation of the patient’s 
general condition; by judicious use of regional 
anesthesia when indicated; by supervision of 
the post-operative period of depression; by these 
and many other contributions a competent anes- 
thesiologist with the confidence and co-operation 
of the surgeon can safeguard the welfare of the 
patient, which is the ultimate aim of all con- 
cerned. 


W. H. CASSELS 


SUMMARY 


The dosage of general anesthetic agents re- 
quired in any case cannot be accurately foretold. 
It must be gauged according to the patient’s 
response. The depth of anesthesia is estimated 
on the basis of the signs of anesthesia. Nitrous 
oxide and ethylene can produce only light sur- 
gical anesthesia and attempts to produce deeper 
anesthesia with them result in oxygen want. 
The depth of anesthesia required for the pro- 
posed operation has an important bearing on 
the choice of premedication, anesthetic agent, 
and technic. The deeper the anesthesia the less 
premedication should be given. For good re- 
laxation one of the more potent anesthestics 
should be used. There is an optimum depth of 
anesthesia in every case. The patient pays a 
high price if the anesthesia is too light for the 
surgeon’s work. He also pays a high price for 
too deep anesthesia, which should only be used 
when the surgical procedure requires it. Regional 
anesthesia in selected cases aids in producing 
adequate relaxation. A competent anesthetist 
can do much to avoid the hazards of anesthesia. 


DISCUSSION 


Dr. Hugh O. Brown, Chicago: It is hardly 
necessary to add anything to Dr. Cassels’ ex- 
cellent presentation on anesthesia. He has em- 
phasized that the anesthetist has the best con- 
trol over the depth of anesthesia with the vol- 
atile and gaseous inhalation agents. In the 
event of inadvertent overdosage and depression 
of respiration, the drug can be withdrawn and 
the anesthesia quickly lightened. This is not 
the case with intravenous, rectal, or spinal anes- 
thesia, in which the error of an excessive dose 
may be beyond correction. The drug cannot be 
withdrawn, but must be detoxified and excreted 
before its action subsides. If the circulation is 
unimpaired, and if respiration can be supported 
with oxygen and artificial ventilation for a 
while, disaster may be averted. In view of these 
possible complications with intravenous, rectal, 
and spinal anesthesia, these methods should not 
be attempted by physicians without special train- 
ing and experience, and one should always have 
at hand an apparatus for efficient resuscitation 
with oxygen. 

Spinal subarachnoid anesthesia is an ideal 
anesthetic for intraabdominal surgery because 
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of the excellent relaxation it affords, but as Dr. 
Cassels has stated, is an unwise choice for the 
poor risk patient in high operations. Some of 
the high mortality in spinal anesthesia may be 
attributed to its use by physicians with inade- 
quate specialized training, often for patients 
who present an unusual risk. The rare neu- 
rological residuals following spinal anesthesia are 
likely due to carelessness in technic, such as the 
injection of alcohol or other sterilizing solution 
unrinsed from needle and syringe, or due to 
poor judgment in choice of drug, dosage, and 
concentration. 


Dr. Cassels has emphasized the importance of 
individualizing the choice and dosage of pre- 
liminary medication. In large and busy clinics, 
such as at Cook County Hospital, we often see 
the consequences of routine premedication. Many 
patients may come to the operating room in- 
adequately depressed, and therefore more dif- 
ficult to anesthetize, whereas in others the effect 
may be excessive. It should be hardly neces- 
sary to warn against administering any anes- 
thetic other than local to the patient in a semi- 
comatose state, whether the depression be due 
to drugs or disease. 


Most anesthetic accidents and complications 
are due to respiratory obstruction. We must 
be eternally vigilant in maintaining patency of 
the airway, and adequacy of the pulmonary 
ventilation. Hven slight degrees of oxygen want 
should be prevented. As training of physician 
anesthetists increases in volume, the valuable 
endotracheal technic should become available 


to more of our state’s surgeons. 


Special training in anesthesia is available at 
several hospitals in Chicago, in the form of 
short post-graduate courses, or as full time 
residencies leading to certification by the Amer- 


ican Board of Anesthesiology, and these facil- 
ities are soon to be used for training of medical 
officers in anesthesia. The need in the armed 
services for physicians trained in anesthesia is 
great, so all with experience or interest in this 


field are urged to apply. 
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THE MYTH OF POSTOPERATIVE 
PNEUMONIA 


J. R. BucHBINvER, M. D. 
CHICAGO 


Symptoms and signs indicating pulmonary 
consolidation are frequently present following 
operations upon the abdomen, especially such 
surgical procedures as involve the gastrointestin- 
al tract. It is the major premise of this paper 
that when under such conditions the diagnosis 
of postoperative pneumonia is made, upon the 
clinician rests the responsibility of excluding 
a spreading peritonitis as a direct cause of the 
pneumonia. As a part of that premise we wish 
to state that, except for pulmonary atelectasis, 
pneumonia appearing in the first seventy-two 
hours after potential gross soiling of the peri- 
toneum in the majority of instances represents 
a spread of infection from the peritoneum and 
the clinical signs of pneumonia are frequently 
detected before the causative peritonitis is sus- 
pected. 

As surgeons we have no special interest in 
pneumonia, but we are interested in such basic 
errors in diagnosis as may divert our attention 
from complications developing within the field 
of operation. It has been my experience that 
the early diagnosis of spreading peritonitis as 
an operative accident is frequently not made, 
though the incidence of peritonitis as a post- 
operative complication has sharply decreased in 
the past decade or less. 

It will be recalled that it is only twenty 
years or so since we began to recognize the 
frequency of postoperative pulmonary collapse, 
which, prior to that period, was considered to 
be a so-called aspiration pneumonia. We have 
established the mechanism of this lesion by the 
prophylactic use of OO, inhalations and by 
plugs 


the bronchoscopic removal of mucous 


when collapse does occur. 

Among the various complications responsible 
for morbidity and mortality folowing abdominal 
operations spreading peritonitis still takes first 
place. Occurring as it does following procedures 
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of major severity, it is less easily diagnosed in 
the invasion period than when it occurs by 
extension from such inflammatory foci as ap- 
pendicitis, perforation and the like, because 
the clinical picture upon which we base our 
diagnosis of diffuse peritonitis does not always 
unfold itself in the same manner postoperatively. 


The most frequent sources of operative con- 
tamination of the peritoneum are soiling from 
stomach or intestinal contents during open 
bowel resection, leakage from a suture line, 
accidental soiling of clean surfaces from a local 
suppurative process, such, for instance, as an 
appendiceal abscess, or less frequently, accumu- 
lations of bile or possibly urine. The extent 
and severity of peritoneal reaction to such 
sources of contamination will vary widely, a 
fact known to every experimental worker with 
peritonitis who has tried to establish a lethal 
standard of this disease. Clinically we have no 
way of anticipating the nature of the reaction 
of the peritoneum to accidental soiling. One 
patient may develop a fatal diffuse peritonitis 
following what would apppear to be a clean 
cholecystectomy, while another will show but 
little reaction to gross soiling from an acci- 
dentally ruptured abscess. In one instance 
operative peritoneal soiling may produce a lo- 
calized inflammatory process, in another spread- 
ing infection may result. In one instance an 
apparently benign source of contamination may 
produce a thin, scanty, fibrin-free exudate, with 
rapid spread not only over peritoneal surfaces, 
but also above the diaphragm. In other in- 
stances a bulky, fibrinous exudate that taxes the 
absorptive capacity of the peritoneum wil) re- 
sult in a less widespread, and hence more be- 
nign type, of infection. Therefore, we are never 
safe in assuming that we can exclude postopera- 
tive peritoneal infection, because we have not 
consciously permitted any peritoneal soiling. 


The nature of the reaction of clean or unin- 
flamed serous membrane in the immediate vi- 
city of a suppurative process is a familiar 
Phenomenon. This reaction consists of a sterile 
serous effusion. Thus, acute osteomyelitis of 
the long bone produces effusion into adjacent 
Joints. A completely isolated appendiceal ab- 
Scess produces a serous effusion, so-called “free 
fluid” in the unaffected peritoneum. Sub- 
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phrenic space infection produces a pleural ef- 
fusion on the same side. Peristing sub-phrenic 
abscess may ultimately result in empyema on 
the same side, but rarely is followed by pneu- 
monia. On the other hand, in both experimental 
animals and in man practically every serious or 
fatal diffuse peritonitis will produce a varying 
extent of pulmonary consolidation. Micro-orga- 
nisms are capable of invading the pleural sac 
by direct extension through the diaphragm and 
also by extension from the mesenteric lym- 
phatics to the mediastinal and peri-bronchial 
lymph nodes. This has been repeatedly demon- 
strated experimentally by the intraperitoneal 
injection of suspensions of pigment and by the 
demonstration of pigment particles in medias- 
tinal lymph nodes. Hence, pleural effusion or 
suppuration would appear to follow by direct 
extension or by contiguity of tissue through the 
diaphragm, whereas diffuse infections of the 
peritoneum are transmitted by way of the 
deep lymphatics. We have been particularly 
sure of the latter statement, first, because we 
have observed pulmonary complications follow- 
ing diffuse peritoneal infection that did not in- 
volve the diaphragm, and second, pulmonary 
lesions secondary to peritonitis are patchy in 
type and frequently bilateral. In virulent dif- 
fuse peritonitis the infection spreads rapidly 
over visceral and parietal surfaces, particularly 
when the exudate is either scanty or thin and 
watery. Widespread involvement of peritoneal 
surfaces will commonly occur within seventy- 
two hours from the time of initial contamina- 
tion. There is evidence from clinica) observation 
that extension to the lungs, when it does occur, 
will be found in this period of time and too 
frequently the clinical signs of such pulmonary 
involvement are found while the underlying 
peritoneal involvement is still unsuspected. 


These pathologic and clinical observations 
support the many experimental studies that have 
been made on the function of peritoneal absorp- 
tion. It is known, for instance, that crystalloid 
solutions are absorbed more rapidly than col- 
loids and are taken up by the blood stream. 
Colloids or albuminous solutions or suspensions 
of particulate matter, of which pus is a good 
example, are absorbed by the abdominal lym- 


phatics. While inflammation slows the rate of 
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absorption from the peritoneum, in virulent in- 
fections the exudate is often thin, due to scanti- 
ness or absence of fibrin. In the early stage or 
invasion period of spreading peritonitis there 
is less fibrin than in the later stages when the 
rate of absorption is slowed and when clinical 
improvement can be looked for. But it is dur- 
ing this invasion period when protection from 
fibrin is lacking that organisms most readily 
find their way into the abdominal lymphatics. 
Neither experimental or clinical observation 
will permit the assumption or conclusion that 
pneumonia following peritonitis is embolic, be- 
cause of the fact that the early absorption of 
colloids during inflammatory reactions is by way 
of the lymphatics and not by way of the blood 
stream. This fact is borne out clinically by the 
diffuse character of the pneumonia that is found 
to complicate spreading peritonitis. 


There are two chief reasons for failure 
promptly to recognize postoperative peritoneal 
infection. First, as previously indicated, the 
invasion period is apt to be masked ; second, both 
pneumonia and diffuse peritonitis have in com- 


mon such symptoms as pain, fever, tachycardia, 
accelerated respirations, distention and anoxia. 
If we are not sufficiently careful, we may accept 
the lesion above the diaphragm as adequately 


explaining the clinical picture. Every patient 
who has a stormy first forty-eight or seventy- 
two hours following abdominal surgery should 
be considered as suffering from peritoneal con- 
tamination and infection until diagnosis can be 
excluded. A pulse rate which stays persistingly 
high on the days succeeding operation, par- 
ticularly if the pulse rate be in excess of that 
usually accompanying the temperature eleva- 
tion, is always suggestive. During this invasion 
period no one sign, in the opinion of the writer, 
is quite so significant as a rapidly falling urinary 
output. In our own experience, the combination 
of persistingly high pulse rate and scanty uri- 
nary output, or suppression, is strongly sugges- 
tive of spreading peritoneal infection. Exces- 
sive pain and exquisite tenderness are helpful 
signs. If, in addition, there is vomiting or if an 
indwelling stomach tube indicates a twenty- 
four hour retention of a litre or more, we have 
strong evidence of spreading peritonitis. In our 
experience rigidity has not been a reliable early 
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sign of postoperative peritoneal infection. Para- 
lytic ileus, while commonly present in the later 
stages of the disease, during the invasion pe- 
riod will frequently not be sufficient to cause 
pronounced distention and during this period 
often will be only detected by means of a scout 
film of the abdomen, but the presence of pul- 
monary findings in the first seventy-two hours 
should lead us to a deliberate study of the ab- 
domen to avoid overlooking a masked peritoneal 
infection, from which this pneumonia took ori- 
gin. Slight pulmonary changes, accompanied 
by a stormy course always suggest that the pul- 
monary lesion is not the chief source of trouble. 
We have, of course, seen postoperative pneu- 
monias in which the subsequent course of the 
patient never enabled us to detect evidence of 
peritonitis. But even in such cases I am never 
quite convinced that a peritonitic area is not 
present. 


It may be argued that the foregoing discus- 
sion is purely academic ; that the source or origin 
of the pneumonia is not of major importance; 
and that no fundamental change in therapeutic 
attack is indicated. It is important to recall 
that the mechanism of death in widespread 
peritonitis is toxic absorption from the peri- 
toneal membrane itself. It is granted, of course, 
that increased avenues of absorption, such as 
the lungs, materially add to the hazard, but 
it has been our experience that if the peritoneal 
situation is not serious, it is not likely that 
pneumonia will be the cause of death. 


The treatment of diffuse peritonitis does not 
fall within the scope of this paper; furthermore, 
the principles of management are sufficiently 
well known. In previous papers we have called 
attention to the definite operative limitations in 
the treatment of postoperative diffuse peritonitis. 
It is often neither feasible or advantageous to 
re-open an abdomen when accidental infection 
of the peritoneum follows surgical procedures 
upon the gastrointestinal tract. Nevertheless, 
the increasing number of favorable reports upon 
the action of sulfathiazol indicate that we have 
a valuable offensive weapon in the treatment 
of this disease. But it is imperative that such 
treatment be instituted early. 
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A few words concerning the use of sulfonila- 
mide compounds in diffuse peritonitis may not 
be amiss. The diminished absorptive capacity 
of the peritoneum in the presence of peritonitis 
applies far more to the colloid solutions than to 
crystalloids. The latter, even in the presence 
of widespread infection with a bulky exudate, 
are promptly absorbed, as evidenced by the 
presence of dextrose in the urine within five 
minutes after intra-peritoneal injection. There- 
fore, two facts pertinent to the intra-peritoneal 
use of these compounds should be emphasized. 


First, because of its rapid absorption by the 
peritoneum, the local action of these drugs is 
far too transient to offer any advantages over 
parenteral administration. Second, a maximum 
blood level will be reached within a few hours, 
and there is just as much danger of over-dosage 
from intra-peritoneal use as from intravenous 
administration. The dumping of twelve or 
sixteen grams into the peritoneum immediately 
before closure, in the opinion of the writer, is 
a dangerous procedure. Absorption from peri- 
toneal abscess, however, is very slow, and in 
these lesions the local action of the drug may 
be prolonged for days. In diffuse infection, 
my own preference is for intravenous admini- 
stration. 


By way of summary, it is pointed out that 
when signs of pneumonia and a stormy course 
appear in the first seventy-two hours after opera- 
tive work upon the gastrointestinal tract, it will 
be safer and usually more accurate to assume 
that spreading peritonitis and not pneumonia 
is the major complication. 
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WAR CASUALTIES AT PEARL HARBOR 


The experiences gained from the handling of 
the wounded at Pearl Harbor on Dec. 7, 1941 
will undoubtedly exert a definite influence on 
the further progress of treatment of war casual- 
ties, The Journal of the American Medical As- 
sociation for December 12 declares in an edi- 
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torial summarizing a symposium in the Sep- 
tember-October issue of the Hawaii Medical 
Journal on the disposition of the wounded there 
on “Jap Sunday.” 


Regarding the symposium, The Journal says 
that “The authors and discussers were chosen 
from among those present and active on Decem- 
ber 7, so that only first hand experiences are re- 
ported.” 


Lieut. Col. A. W. Spittler, in his discussion 
of the treatment of war wounds, stressed two 
principles, namely the thorough debridement or 
removal of all foreign matter and tissue im- 
mediately surrounding a wound, including all 
dead tissue in the vicinity, and subsequent open 
treatment. The Journal reports that it was his 
impression that the local use of a sulfonamide 
powder combined with administration of the 
drug by mouth, injection into a vein or beneath 
the skin had much to do with the reduction in 
the incidence of infection in wounds. 


“Gas gangrene,” The Journal says, “was com- 
bated by secondary debridement, a sulfonamide 
locally and generally, and x-ray irradiation. 
Commander Downes thought that the role of the 
sulfonamides in securing the amazing results 
was probably exaggerated. Many other favor- 
able factors existed. The patients were a se- 
lected group of healthy young men in excellent 
condition and exceedingly well nourished. This 
being Sunday morning, they were clean, rested 
and not exhausted. In addition, the cases were 
treated by extremely competent and well trained 
surgeons. ... 

“In the treatment of shock, as outlined by 
Lieut. Col. C. T. Young, modern concepts of 
shock and shock therapy were successfully ap- 
plied. These consisted of early treatment, even 
in the absence of clinical signs of shock. . . . 
The highest mortality rate came from abdominal 
wounds. However. about 50 per cent of these 
patients for whom operations was possible sur- 
vived. The improvement in the rate of survival, 
as compared to the injuries to the gastrointes- 
tinal tract in the first world war, was probably 
due to the liberal employment of the sulfona- 
mides intraperitoneally and orally. ... Dr. J. E. 
Strode, in the discussion of chest wounds, em- 
phasized in the importance of the first aid treat- 
ment of the sucking wounds of the chest. The 
hole is to be plugged immediately by almost any 
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method at hand. ... Dr. R. B. Cloward outlined 
a rather conservative therapy for head injuries. 
. .» Morphine or other narcotics should never be 
given to a patient with a head injury... .’ 


> 


Among the points regarding fractures con- 
tained in The Journal summary of the sym- 
posium is the statement by Lieut. J. D. Mac- 
pherson that because of the frequent necessity of 
transferring patients to the mainland open op- 
eration was favored in correcting the fracture. 


“Lieut. Com. P. C. Spangler,” The Journal 
continues, “points out that in burns it is im- 
portant to treat the patient first for pain, anxiety 
and beginning shock. In the treatment of le- 
sions, attempt is made to convert a soiled wound 
into a clean, aseptic wound. The burned area 
is washed with soap and water, debrided and 
sprayed with freshly prepared 10 per cent tan- 
nic acid solution, followed ten or fifteen min- 
utes later by swabbings with 10 per cent silver 
nitrate solution. No dressings were applied... . 
For hands, feet, face and genitals 1 per cent 
sulfanilamide and petrolatum was used. Span- 
gler expresses the opinion that this is perhaps 
the most satisfactory way of handling a large 
group of burns. Lieut. Com. Joseph Palma 
described the syndrome of blast injury of the 
lungs and of the abdomen. . . . He advises that 
in all war casualties, regardless of the type of in- 
jury produced, if there has been exposure to the 
detonation of high explosives, the integrity of 
the chest should be ascertained by x-ray exam- 
ination, because general anesthesia is contra- 
indicated when there is blast injury of the lungs. 
Oxygen is life saving and should be administered 
continuously. ... 


“It is gratifying, indeed, to learn that the 
Army, the Navy and the civilian medical per- 
sonnel proved equal to the great emergency and 
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delivered a service of the most advanced type, 
This symposium will undoubtedly exert a defi- 
nite influence on the further progress of therapy 
of war casualties.” 





A RECOMENDATION 


Note from one colleague, F. L. Washington, 
to another 


To whom it may concern: 

Mrs. Fanny Match has been in my employ for the 
past five and a half years and I am pleased to rec- 
ommend her to any one needing an efficient secretary 
proficient in the following: 

1. Diagnosis and treatment of mentally ill patients 
(this is particularly helpful during duck hunting sea- 
son). 

2. Ability to tell you what to do and when to do it. 

3. Bouncer for all drug detail men and other un- 
desirable individuals who take up your time. 

4. Very good at convincing your patients you are 
not in even though you might desire to see them. 

5. Answer all telephone calls and takes all messages 
which she transmits to you at her convenience, which 
usually is within the week at least. 

6. Snippy to everyone, including yourself, but this 
is desirable as it keeps you very much on your toes 
at all times. 

7. Takes dictation when it suits her mood and trans- 
cribes it at her leisure. 

8. Does the bookkeeping in such a manner that no 
one knows what is going on — this is particularly 
helpful at income tax times. 

9. Filing is taken care of so expertly that no one is 
ever able to find anything so we need not spend the 
time looking for any records. 

10. Never expects to have more than 15 minutes for 
lunch and is only happy when working long after 
everyone else in the office has left for home. 

Ten very good reasons why you should grasp the op- 
portunity to have Mrs. Match in your employ and I 
trust you will be able to make her a sufficiently 
attractive offer so that I need not worry about ever 
having to see her again when I return from the wars. 
Incidentally, the rest room must be very handy if you 
are not to lose too much of her valuable time. J.A.M.A. 
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Allen, Hubert L., Madison 
Allen, John B., Cook 
Allen, Robert A., Cook 
Allers, William D., Cook 
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Ballin, Michael, Cook 
Ballou, John W., Schuyler 
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Banick, Thomas J., Cook 
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Banton, Huston J., Mason 
Barak, Herbert G., Calhoun 
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Barber, H. C., McLean 
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Bard, Eli, Cook 

Bard, G. W., Iroquois 
Barion, Evan M., Cook 
Barker, Douglas C., Cook 
Larker, M. Herbert, Cook 
Barkett, Soddie J., Alexander 
Barnard, Robert D., Cook 
Barnett, Andrew F., Franklin 
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Barnett, Harry E., Cook 
Barnett, Harry J., Cook 
Barone, Andrew M., McLean 
Barrick, Lewis E., Cook 
Barrick, Robert G., Cook 
Barringer, Donald M., Logan 
Barron, Charles I., Cook 
Barron, Elmer S., Cook 
Barry, Fravel S., Cook 
Barryte, Lucien E. Jr., Cook 
Barter, Robert H., Cook 
Barth, Earl E., Cook 
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Beaton, Jas. H., Cook 
Beaton, Lindsey, Cook 
Beatty, Jackson D., Grundy 
Beazell, James M., Cook 
Beck, William C., Cook 
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Chesnut, N. H., Sangamon 
Chevatal, Herbert F., Cook 
Childs, Barton, DuPage 
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Jenkinson, David L., Cook 
Jennings, Lawrence S., Cook 
Jensen, Russell, Warren 
Jesser, Joseph H., Cook 
Joffe, Herman, Cook 
Johannes, Henry C., Cook 
Johns, C. F., Morgan 

Johns, C. L., Cass 

Johnson, Bruce Willard, Cook 
Johnson, Chester T., Cook 
Johnson, Howard G., Clark 
Johnson, Ira W., Richland 
Johnson, J. P., Rock Island 
Johnson, Lester S., Cook 
Johnson, Lowell R., Vermilion 
Johnson, Paul, Winnebago 
Johnson, Reinhold E., Cook 
Johnson, Richard P., Cook 
Johnson, Robert C., Fayette 
Johnston, C. W., Morgan 
Johnston, J. P., Rock Island 
Johnston, Kenneth P., Kane 
Johnstone, J. H., Saline 
Jones, Alex, Sangamon 
Jones, Alfred E., Cook 
Jones, Morris H., Cook 
Jones, Robert M., Cook 
Jones, Robert R., Rock Island 
Jones, Weston W., Lake 


Jones, William N., Knox 
Jordan, R. F. K., Tazewell 
Joss, Edward, Livingston 
Josselyn, Livingston, Lake 
Journat, John L., Winnebago 
Judah, L. N., Champaign 
Judd, Maurice H., Hardin 
Julian, Ormand C., Cook 
Jurek, Ladislaus J., Cook 
Jurgens, Johnnes J., Cook 


Kadow, Archie M., Cook 
Kaell, Harry, Cook 

Kahn, Alfred Jerome, Cook 
Kahn, David, Cook 

Kahn, Harry S., Cook 
Kahn, Jack L., Cook 

Kahn, Jacob V., Cook 
Kahn, Otto L., Cook 

Kahn, Sidney C., Cook 
Kaim, S. C., Rock Island 
Kaiser, Jerome, Cook 

Kaiz, S. P., Lake 

Kaleta, Edward, Cook 
Kalisz, Walter F., Cook 
Kallal, Edward W., Cook 
Kallen, Irwin A., Cook 
Kaminski, Paul J., Cook 
Kammerling, Erwin, Cook 
Kane, David S., Cook 
Kane, Jerry J. Jr. 
Kannapel, Lowell E., Peoria 
Kanter, Aaron E., Cook 
Kanter, Lester, Cook 
Kanter, Myron F., Cook 
Kanthak, Frank F., Cook 
Kaplan, Benjamin, Cook 
Kaplan, George, Winnebago 
Kaplan, Joseph, Winnebago 
Kaplan, Julius A., Vermilion 
Kaplan, Leo A., Cook 
Kaplan, Louis G., Cook 
Kaplan, Morris A., Cook 
Kaplan, Max, Cook 
Kaplan, Sidney J., Cook 
Kapustiak, Wendell, Cook 
Kapustka, Edward J., Cook 
Karabin, Andrew L., Cook 
Karabin, John E., Cook 
Karberg, Richard J., Clay 
Karpass, Victor H., Cook 
Karg, Frank, Fulton 
Karolus, H. E., JoDaviess 
Karpe, Carl H., Cook 
Karas, S. J., Cook 
Kasabach, Harry Y., Rock Island 
Kasick, Otto, Cook 

Kaske, G. J., Boone 
Kasmer, Edward T., Cook 
Katz, Charles, Cook 

Katz, Seymour R., Cook 
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Kaufman, Jerome D., Cook 
Kaufmon, Soul D., Cook - 
Kautz, Harold D., Cook 
Kavka, Jerome, Cook 

Kavka, Selig J., Cook 

Kayne, Jerry, Cook 

Keane, John W., Cook 
Kearney, C. T., McLean 
Kearney, James F., Cook 
Kearns, Jerry J., Cook 
Kearns, John Edward, Cook 
Kearns, Owen A., Winnebago 
Keating, Donald J., Kankakee 
Keefer, John, Cook 

Keigwin, Charles G., Cook 
Kelikian, Hampar, Cook 
Keller, John, LaSalle 

Kelley, Frank J., St. Clair 
Kelley, R. H., Will-Grundy 
Kelley, Robert R., Champaign 
Kelly, Arthur L., Cook 

Kelly, C. F., Perry 

Kelly, Delbert C., Cumberland 
Kelly, Sylvester M., Cook 
Kelly, Vincent J., Kankakee 


Kelso, Thomas W., Jr., Madison 


Kendall, Robert L., Menard 
Kennedy, Richard L., Cook 
Kenny, James Nicholas, Peoria 
Kenward, Roy L., Ford 
Kernwein, Graham, Cook 
Kerr, Charles Roy, McLean 
Kersotes, C. A., Sangamon 
Kerst, J. Arthur, Sangamon 
Kerwin, Raymond W., Cook 
Kesert, Benjamin H., Cook 
Kesert, Meyer, Cook 
Ketay, J. M., Peoria 
Ketterer, F. H., Clinton 
Kiarsis, Victor, Brown 
Kieffer, John P., Cook 
Kimball, Ernest R., Cook 
Kimbrell, Earl D., Cook 
King, E. S., Cook 

King, E. P., Cook 

King, Everett S., Cook 
King, Ray, Peoria 

King, Walter W., Peoria 
Kinne, A. Smith, DuPage 
Kinne, Harry W., DuPage 
Kinney, Raphael K., Lake 
Kinser, W. C., Peoria 
Kinzer, Richard E., Cook 
Kionka, Paul F., McLean 
Kipnis, Harry, Cook 

Kirby, William J., Cook 
Kirgis, Harold J., Cook 
Kirk, Max L., Jefferson 
Kirshbaum, Jack D., Cook 
kKissenger, Charles, Union 
K'ttilsen, Lester H., Cook 
Kleiman, Aaron H., Jasper 
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Kleinman, David, Cook 
Klein, Alfred J., Cook 
Kleitsch, Wm. P., Cook 
Klemmer, Herbert, Vermilion 
Kligerman, Sidney, Cook 
Kline, Walter L., Jr., Bond 
Klinghoffer, Max, Macon 
Klocker, Karl James, Cook 
Klubeck, Victor J., Brown 
Knapp, Howard C., St. Clair 
Knapp, John A., Cook 
Knaus, William E., St. Clair 
Knewitz, Ralph W., St. Clair 
Knowles, Donald B., Cook 
Kobak, Mathew W., Cook 
Kobisk, O. A., Kane 

Kobrin, Meyer W., Cook 
Koch, J. M., Madison 
Kocour, Elmer J., Cook 
Koenig, Frank J., McLean 
Koenigsberg, N. M., McLean 
Kohlstedt, K. D., Sangamon 
Kohn, Joseph J., Christian 
Koivun, O. W., Rock Island 
Kolb, Harold J., Woodford 
Kolb, Leonard H., Cook 
Koll, Irvin S., Cook 
Kolodny, Sydney M., Cook 
Koranda, George A., Cook 
Koransky, Abraham R., Cook 
Koransky, D. S., Cook 
Korbin, Meyer W., Cook 
Korngold, Herbert W., Cook 
Koscinski, Leo J., Cook 
Kostrubabla, Joseph G., Cook 
Koucky, John D., Cook 
Koza, John L., Cook 
Kraines, Samuel H., Cook 
Kraft, George L., Cook 
Krafft, Henry L., Cook 
Kram, David, Cook 

Kramer, Charles F., Cook 
Kramer, Paul, Cook 


Kraszewski, Henry W., Alexander 


Krause, Charles D., Cook 
Krawezynski, A. C., Cook 
Kreft, Alfred J., Cook 
Kreml, Otto A., Cook 
Kristiansen, Clarence, Cook 
Krol, Edward J., Cook 
Kross, Irvin W., Cook 
Kruger, Samuel, Cook 
Krumm, John Frederick, Cook 
Krupa, J. M., Cook 

Kruse, George F., Cook 
Krystosek, Joseph W., Cook 
Kudolla, Charles R., Cook 
Kuhn, Albert A., St. Clair 
Kuhns, Ralph H., Cook 
Kulvin, Max M., Cook 
Kunde, E. C., McHenry 
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Kunstadter, Ralph H., Cook 
Kurtz, James F., Cook 
Kvidera, George J., Cook 
Kwedar, A. T., Sangamon 
Kwinn, Frank C., Cook 


Laadt, John Raymond, Cook 
Laden, Edward L., Cook 


LaFata, Francis Paul, Sangamon 


Lambert, Claude N., Cook 
Lampert, Elmer G., Cook 
Land, Leslie Sturdevant, Cook 
Landberg, Harry M., Cook 
Lander, Herman B., Cook 
Landes, Ralph R., Cook 
Landmann, Paul E., Will 
Lando, Leon, Cass 

Landon, Wilbur R., Logan 
Landy, Nathaniel E., Cook 
Lane, John T., Cook 

Lane, Paul L., Cook 

Lang, Herbert, Logan 
Langdon, Roy M., Cook 
Lange, H. L., St. Clair 
Langston, Hiram T., Cook 
Larimore, Granville W., Cook 
Larkin, Leo Carroll, Cook 
Lash, Sidney R., Cook 
Lassar, Gilbert N., Sangamon 
Latimer, Earl O., Cook 
Latta, Philip R., LaSalle 
Lattman, Morris, Greene 
Lattuada, Henry P., Vermilion 
Lauer, David P., Cook 
Laufman, Harold, Cook 
Lavieri, Frank J., Cook 
Law, Otis, Livingston 

Law, Stanley G., DuPage 
Lawder, H. L., Jersey 
Lawler, Frank G., Cook 
Lawler, Harold T., Winnebago 
Lawrence, Charles H., Cook 
Lawson, Robert C., Cook 
Lawton, Stanley E., Cook 
Layman, J. A., Rock Island 
Lazar, A. M., Cook 
Lazarski, Karl M., Cook 
Leach, John E., LaSalle 
Leader, Abel J., Cook 
Leahy, Frank D., DuPage 
Learner, Aaron, Whiteside 
Learner, J., Whiteside 
Leavdi, Solomon S., Cook 
Leavitt, Samuel S., Cook 
Leavitt, Sheldon, Will 
Lebensohn, James E., Cook 
LeBoy, Ted, Cook 

Lederer, Francis L., Cook 
Ledoux, Alfred C., Cook 
Lee, Robert E., Cook 

Leeds, Milton F., Cook 
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Lees, William M., Cook 
Leimbacher, Earl, Will-Grundy 
Lemberg, Louis, Cook 
Lengyel, Carl E., Kane 
Leninger, Alfred T., Vermilion 
Lennarson, Vincent, Lake 
Lennon, Benj. B., Cook 

Lenth, V. T. J., Morgan 
Lepak, Alfred J., Cook 
Lerner, David G., Cook 
Lerner, Harry A., Cook 
Lerner, Isadore, Henry 
Lerner, Louis S., Cook 
Lerner, Philip, Cook 

LeRoy, George V., Cook 
Lery, Abraham J., Cook 
Lesage, R. T., Lee 

Lesemann, Frederick J. Jr., Cook 
Leshin, Arno, Cook 
Leuschner, Armin W., St. Clair 
Lev, Maurice. Cook 

Levan, Arthur B., Cook 
Levenson, Joseph M., Cook 
Leventhal, Michael L., Cook 
Levey, Calvin I., Cook 

Levey, Edward W., DeKalb 
Levin, Harry, Cook 

Levin, Louis, Cook 

Levin, Myron J., Washington 
Levin, Noah Bernard, Cook 
Levine, H. J., Marion 

Levine, Morris H., Williamson 
Levine, Milton, Cass 
Levinson, Benj., Cook 

Levis, Wm. Paul, Sangamon 
Levitin, Lawrence A., Cook 
Levitt, Robert O., Cook 
Levy, Edward W., DeKalb 
Levy, Norman A., Cook 

Lewe, Irving A., DeKalb 
Lewin, Philip, Cook 
Lewinnek, Walter, Mason 
Lewis, David J., Sangamon 
Lewis, Elbert K., Cook 

Lewis, Henry M., Cook 

Lewis, James W., Cook 

Lewis, L. L., Peoria 

Lewis, Ralph W., Whiteside 
Lewis, Raymond O., Cook 
Lewis, Robert Burns, Whiteside 
Lewis, Robert M., Cook 
Lewis, Samuel K., DuPage 
Lewis, William C., Cook 
Lewison, Edward F., Bond 
Lewy, Robert B., Cook 
Leyers, Rudolph P., Cook 
Lichtenstein, Manuel, Cook 
Lichtenstein, Meyer R., Cook 
Lieberstein, Joseph H., Cook 
Lieberthal, Frederick, Cook 
Liederman, Albert, Whiteside 
Lifchultz, Leo B., Cook 
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Lifschultz, Bernard, Cook 
Lindberg, Howard A., Cook 
Lindeen, Oliver L., Cook 
Lindquist, John L., Cook 
Lindsay, Arthur M., Cook 
Lindstedt, N. A., Winnebago 
Lindstrom, William C., Cook 
Link, Gustave S., Cook 
Linn, Herman J., Cook 
Linnville, LeRoy L., Cook 
Lipkin, Sam J., Vermilion 
Lippert, Jerome H., Cook 
Litter, Julius, Clay 
Litterest, L. J., Peoria 
Little, Harold, Cook 
Livingston, A. Edward, McLean 
Llewellyn, John S., Cook 
Loar, Ralph R., McLean 
Lock, Frank, Cook 
Lockhart, Edmund S., Mont- 
gomery 
Lockwood, Chester C., Cook 
Lockwood, W. W., Champaign 
Loeb, William J., Cumberland 
Loeff, Harold M., Cook 
Loeffler, Robert W., Cook 
Lofdahl, George A., Will 
Logsdon, Robert E., Brown 
Logue, James R., Cook 
Loiselle, Albert O., Cook 
Long, Keith, Fulton 
Lombardo, Ignace P., Cook 
Longwell, Charles W., Washing- 
ton 
Looby, W. E., Lake 
Look, William B., Hamilton 
Lopresti, Philip J., Cook 
Lord, Arthur E., Kendall 
Loring, Milton J., Cook 
Loritz, Anthony F., Cook 
Lounsbury, Frank, Cook 
Love, L. L., Franklin 
Lowey, A. H., Peoria 
Lowrey, Robert D., Cook 
Lowry, Howard A., Peoria 
Lowry, Robert H., Cook 
Lubin, Jerome J., Cook 
Lucia, Nicholas, Will 
Ludmerer, Sol, Cook 
Lueth, Harold C., Cook 
Lund, J. A., Ford 
Lundgren, Edward S., Cook 
Lundy, Clayton J., Cook 
Lusk, Frank B., Cook 
Lusk, W. W., Macoupin 
Lustgarten, Earl M., Cook 
Lutz, Jacob F., Cook 
Lyons, Clinton G., Crawford 


MacDonald, Hugh, Cook 
MacDonald, Ralph F., Cook 
Machlan, Harold F., Cook 


MacKiewicz, William, Cook 
Mackler, Saul A., Cook 
Mackoff, Herman, Cook 
Mackoff, Saul, Cook 
MacLane, Cleveland C., Cook 
MacLeod, Sidney James, Cook 
MacNamara, Homer P., Sanga- 
mon 
Madden, Earl E., Cook 
Madden, Leo, St. Clair 
Madey, Edward V., Cook 
Madison, B. B., Sangamon 
Magit, Jack R., Cook 
Magnelia, A. L., Winnebago 
Magnus, Alexander B., Cook 
Magree, Montie, Cook 
Mahoney, Joseph M., Cook 
Mahru, Meier, DeKalb 
Maier, John L., Cook 
Mailer, Andrew R., Knox 
Maizkin, Lloyd L., Cook 
Majarakis, James D., Cook 
Makart, Carl D., Cook 
Malbin, Barney, Cook 
Malcolm, Donald C., Cook 
Maley, Wm. Forrester, Knox 
Maller, Adolph M., Cook 
Malloy, Francis D., Cook 
Malmberg, K. J., Sangamon 
Maloney, Arnold H. Jr., Jo Davies 
Malow, Louis, Cook 
Malsbury, Charles W., Macoupin 
Mammoser, Lambert F., Cook 
Manella, J. V., Cook 
Mann, A. Seldon, Madison 
Manning, John J., Cook 
Manning, Roy F., DuPage 
Mansion, George, Tazewell 
Marbell, Reuben, Cook 
Marbry, George W., Cook 
Marciniak, Jerome B., Cook 
Marcovitch, Joseph, Ford 
Marcus, Philip M., Cook 
Marcus, Samuel M., Cook 
Marcusson, William B., Cook 
Mark, Samuel J., Cook 
Markiewicz, Simon V., Cook 
Marks, Frederic S., Kane 
Marks, Louis M., Cook 
Marks, Morton G., McDonough 
Markson, David E., Cook 
Marquardt, Gilbert H., Cook 
Marquardt, Theodore R., Cook 
Marquis, Neil J., Whiteside 
Maron, James Wm., Cook 
Marshall, Alfred N., Fayette 
Marshall, Frederic S., Cook 
Marshall, G. R., Effingham 
Marshall, William P., Lawrence 
Martin, A. G., Kane 
Martin, F. R., Macon 
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Martin, George William, Winne- 
bago 
Martin, John, Cook 
Martin, Joseph I., Cook 
Martin, R. R., Peoria 
Marvel, Wiley, DeWitt 
Masciocchi, Thomas A., Calhoun 
Mason, Aaron S., Lake 
Mason, Frank N., Cook 
Masen, M. L., Cook 
Massover, Alfred J., Cook 
Mastrianna, D, T., Cook 
Mathews, Henry M., Cook 
Matheson, Harl Wood, Bureau 
Mathis, J. A., Perry 
Mateusek, Frank L., Cook 
Matson, Kenneth L., Cook 
Mathews, Henry B., Cook 
Matzkin, Lloyd L., Cook 
Matzner, Irving A., Cook 
Mau, Walter, Cook 
Mauzey, Armand J., Cook 
Maxson, Theodore R., Adams 
Maxwell, Carl, Randolph 
May, Percy C., Marion 
Mayer, Hyman R., Jefferson 
Mayer, Leo L., Cook 
Mayes, Corwin S., Sangamon 
Mayfield, Ike J., Scott 
Mazet, Robert, Sangamon 
McAllister, R. G., DeKalb 
McBean, James B., Cook 
McCall, Harold F., Cook 
McCallen, A. M., Stephenson 
McCarty, Dale C., Jackson 
McCarthy, Martin J., Cook 
McClanahan, Charles, Cook 
McClanahan, Hick H. J., Cook 
McClay, Elmo Todd, Sangamon 
McClure, Donald W. 
McCormick, C. O. Jr., Lake 
McCormick, L. J., Rock Island 
McCrae, L. A., Sangamon 
McCraley, William J., Will 
McCready, Robert B., Cook 
McCulley, R. A., Winnebago 
McCullough, C. P., Lake 
McCullough, Clifford, Lake 
McCuskey, J. M., Peoria 
McDaniels, Herbert E. 
McDonald, Ralph F., Cook 
McDowell, M. M., Vermilion 
McElligott, Maurice J., Cook 
McEwen, Ernest G., Cook 
McEwen, Kenneth Wicklund, 
Cook 
McGaughey, William M., Cook 
McGinnis, Philip C. Jr., Will- 
Grundy 
McGinnis, Wm. S., Madison 
McGuigan, Robert A., Cook 
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McGuinness, Geo. Alfred., Du- 
Page 
Mclinay, Olin F., Ogle 
McIntosh, J. Robert, McLean 
McIntosh, Walter Hunt, Cook 
McKay, William G., Cook 
McKiniey, Hugh A., Lake 
McKinley, James J., Cook 
McKinley, James, Hines 
McLauthlin, Carl H., Cook 
McLean, Daniel R., Cook 
McMahan, Herbert, Kankakee 
McManus, William F., Cook 
McMillan, Foster L., Cook 
McMillan, John C., Cook 
McMillan, C. W., Kankakee 
McMorrow, Thomas R., Winne- 
bago 
McNally, Howard J., Cook 
McNamara, Edward G., Cook 
McNamara, Edward W., Cook 
McNeely, G. B., McLean 
McNemer, Philip, Alexander 
McNertney, Francis D., McLean 
McNutt, Justin, McLean 
McQuiston, William O., Lee 
McRae, Louis A., Sangamon 
McShane, Patrick I., Cook 
McSweeney, W. S., Will 
McVety, Thomas Wilson, Macon 
Mehmert, Henry E., Cook 
Melendes, Stanis S., Cook 
Melnick, Perry J., Cook 
Meltzer, H. L., Dewitt 
Melyn, John A., Cook 
Melyn, Michael A., Cook 
Menaker, Gerald J., Cook 
Mendelson, Daniel J., Cook 
Mennella, James V., Cook 
Mennite, Nicholas M., Cook 
Merar, Thomas J., Cook 
Mercer, Ray, Adams 
Mergener, John Charles, Cook 
Merz, Earl H., Cook 
Mesirow, Sidney D., Cook 
Messman, L. E., Iroquois 
Metrick, Joseph, Cook 
Meyer, Alfred C., McDonough 
Meyer, Geo. E., St. Clair 
Meyer, Jos. C., Cook 
Meyerson, Solomon B., Randolph 
Michael, Isaac E., Cook 
Michael, O. J., Vermilion 
Michaels, Edward R., Cook 
Michet, Clement J., Cook 
Michmerhuizen, Robert, Cook 
Mielcarek, Leonard, Cook 
Milewski, Stanley Alex, Cook 
Miller, Carl, Cook 
Miller, Charles H. Jr., Johnson 
Miller, Earl B., Cook 
Miller, Edward B., Cook 
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Miller, Edward E., Alexander 
Miller, Edwin M., Cook 
Miller, Herbert P., Rock Island 
Miller, H. R., Peoria 
Miller, James R., Cook 
Miller, Jacob M., Cook 
Miller, Leo F., Cook 
Miller, Louis J., Cook 
Miller, Maurice, Cook 
Miller, Milton L., Cook 
Miller, Samuel I., Clay 
Milles, George, Cook 
Millet, George, Cook 
Millet, R. F., McDonough 
Milligan, Bruce Wade, Cook 
Millis, Jack W., Cook 
Mills, Morton J., Cook ° 
Mills, Richard W., Jr. 
Milroy, John J., Lake 
Milroy, Robert Arthur, Kane 
Mindlin, Joseph, Cook 
Minner, Morris G., Cook 
Mitchell, Carl R., Cook 
Mitchell, George T., Clark 
Mitchell, Joseph H., Cook 
Mitchell, Robert H., Cook 
Mitrick, Joseph M., Cook 
Mittleman, Henry A., Madison 
Mizock, Albert, Cook 
Mizock, Sidney L., Cook 
Moberley, Paul B., Cook 
Moffat, J. S., Ogle 
Mohardt, John H., Cook 
Mohlenbrock, Wm., Jackson 
Mohr, Walter C., Cook 
Moisant, B. E., Kane 
Molengraft, C. J., Cook 
Monaco, Joseph T., Cook 
Mongeau, Donald C., Cook 
Monroe, Clarence W., Cook 
Monroe, John W., Franklin 
Monroe, Stanley Edwin, Cook 
Montgomery, Bertis E., Saline 
Montgomery, Nolan, Henry 
Montgomery, Robert B., Cham- 
paign 
Montgomery, Samuel A., Grundy 
Moore, Bert, Vermilion 
Moore, Franklin J., Cook 
Moore, G. E., Morgan 
Moore, Herbert R., Cook 
Moore, Lawrence, Franklin 
Moore, Rollin S., LaSalle 
Moore, W. J., Winnebago 
Moore, William A., Richland 
Moore, William J., Cook 
Morgan, Geo. Edward, McLean 
Morgan, Jack A., Kane 
Morginson, W. J., Sangamon 
Morrey, Robert C., Cook 
Morris, Harold R., Cook 
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Morris, Louis C., Cook 
Morris, Neal, St. Clair 
Morris, Richard P., Cook 
Morrison, Allen R., Cook 
Morrison, T. A., Cook 
Morse, Lawrence S., Cook 
Morton, John H., Cook 
Morton, Joseph L., Edgar 
Mosiman, William D., Tazewell 
Mosko, Milton M., Cook 
Moskovitz, Jack A., Cook 
Moss, Kenneth J., Macon 
Mossman, Jesse B., Cook 
Motier, J. H., Cook 
Movius, Alfred H., Cook 
Moxon, James A., Cook 
Mueller, Ferdinand Joseph, St. 
Clair 
Mullen, Timothy, LaSalle 
Mulliken, O. D., Elgin 
Mulrooney, Raymond E., Mont- 
gomery 
Mumler, William C., Cook 
Munch, Robert F., Cook 
Munson, F. W., LaSalle 
Munson, Gordon B., Cook 
Murdy, Carson B., Calhoun 
Murfin, Maurice, Macon 
Murphy, Edward L., Cook 
Murphy, Edward S., Lee 
Murphy, Francis C., Cook 
Murphy, Frank G., Cook 
Murphy, James P., Macoupin 
Murphy, Michael J., Cook 
Murphy, Robert C., Cook 
Murphy, T. J., Macon 
Murphy, Virgil L., Vermilion 
Murrah, Frank C., Williamson 
Murray, Charles A., Cook 
Murray, Clarence A., Cook 
Murray, D. E., Cook 


Musick, Rowland Harold, LaSalle 


Nabbe, Philip M., Cook 
Nachman, Adolph R., Cook 
Nachtman, Howard F., Fayette 
Nadeau, Oscar E., Cook 
Nadheryny, George C., Cook 
Nagel, Frank E., Cook 
Napolilli, Francis A., Cook 
Nash, John V., Cook 

Neal, Lovell A., Coles 
Neber, E. N., Marion 
Nedoss, Hyman P., Cook 
Needels, L. J., McLean 
Neseman, Arthur C., Lake 
Neff, E. B., Rock Island 
Neff, Lionel H., Livingston 
Neff, Lowell, Livingston 
Nehf, Albert, Kankakee 
Neiman, Benjamin H., Cook 
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Neinburger, Paul S., Edwards 
Nejdl, Lambert J., Cook 
Nelson, Bertram G., Cook 
Nelson, C. L., DeKalb 

Nelson, Caryl, DeKalb 

Nelson, Charles A., Tazewell 
Nelson, Clayton E. J., Cook 
Nelson, Kent, Ford 

Nelson, Lorenzo R., Cook 
Nelson, Peter A., Cook 

Nelson, Tell, Cook 

Nerger, Vernon Durward, Cook 
Neri, Michael Peter, Cook 
Nesmith, Harry D., Marion 
Nesselrod, J. Perrman, Cook 
Nesseman, A. C., Lake 
Neuchiller, Bernard B., McHenry 
Neuhoff, C. F., Peoria 
Neukamp, Frank N., Kane 
Neveln, Lowell C., Knox 
Newell, Frank W., Cook 
Newell, Robert H. Cook 
Newton, William H., Cook 
Nianick, Leonard M., Cook 
Nicholson, Paul G., Will-Grundy 
Nicoll, Homer K., Cook 
Nieder, Samuel, Iroquois 
Nierenberg, Paul S., Edwards 
Niess, Oliver K., St. Clair 
Nixon-Davis, W. J. Jr., Cook 
Noble, Thomas A., Cook 
Noggle, Charles L., Cook 
Nolan, Lewis E., Lee 

Nold, Ralph J. 

Nolden, Wesley, St. Clair 
Norbury, Frank Garm, Morgan 
Norris, Harold V., Morgan 
Norris, R. M., Morgan 

North, Francis S., Lake 

Noto, Samuel C., Cook 

Nourie, R. L., Kankakee 
Novack, Benjamin F., Kane 
Novack, Louis, Cook 

Nowlin, Owen, DeWitt 

Nuzie, S. B., Coles-Cumberland 
Nye, William A., McHenry 


Oberhill, Harold R., Cook 
OBrien, Donand E., Cook 
OBrien, George F., Cook 
OBrien, Thomas V., Cook 
OCasek, Miles, DuPage 
O’Connell, Morgan, Cook 
OConnell, William M., Winnebago 
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Tindall, F. G., Winnebago 
Tinsley, Milton, Cook 
Tobiasz, Alfred E., Cook 
Tobin, James W., Kane 
Tobin, Walter W., Cook 
Todd, Malcolm C., Alexander 
Toomey, Noxon, Sangamon 
Toomey, Thomas N., Sangamon 
Topcik, A. A., Lake 

Towle, Gilbert A., Cook 
Towner, F. R., Kane 

Tracy, Paul C., Cook 

Trapp, Anthony N.,. Cook 
Trapp, Robert N., Logan 
Tremaine, Myron J., Logan 
Trepagnier, Francis B., Ford 
Tresley, Ira J., Cook 

Triolo, Anthony, Cook 
Trotter, J. D., Hancock 
Trumpe, D. H., Sangamon 
Tsoulos, George D., Cook 
Tulsky, Alex S., Cook 
Turek, Mandel H., Cook 
Turley, Vigo Thomas, Macon 
Turnbull, George C., Cook 
Turner, George C., Cook 
Turner, John W., Cook 
Turner, Marion A., Franklin 
Turner, Samuel J., Cook 
Turow, Irving L., Peoria 
Tussing, Rudolph F., Cook 
Tyllas, Harry A., Cook 
Tysell, John E., Cook 
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Udesky, Herbert L., Cook 
Uncapher, Rex P., Cook 
Urbas, John E, Jr., Vermilion 
Urist, Maurice, Kankakee 
Urkov, Joseph ,Cook 

Uthoff, Carl J., Cook 

Utter, Henry, Saline 

Utz, Walter J., LaSalle 


Vacante, Anthony B., Cook 
VanAtta, Roger A., Cook 
Vandermyde, I., Whiteside 
Van Dorf, Nathaniel, Cook 
Van Hook, Henry M., Logan 
Van Kirk, Frank W. Jr., Cook 
VanderLaan, John E., Cook 
Vandermyde, Isaac, Whiteside 
VanLandingham, H. W., 
Winnebago 
Van Ofden, Max T., Cumberland 
Van Pernis, Paul A., Jefferson 
Van Wein, Stefan, Cook 
Varney, Harley R., Henry 
Vass, Alajos, Sangamon 
Vazquez, Hector O., Cook 
Vermeren, John C., Cook 
Vermeulen, Cornelius, Cook 
Verneuil, J. L., Madison 
Veseen, Leslie L., Cook 
Vesely, Harry Charles, Peoria 
Vicher, Edward E. 
Vickery, Eugene L., Stephenson 
Viers, John Wesley, Knox 
Voller, Richard L., Cook 
Voltz, V. C., Winnebago 
VonZelinski, Walter, Cook 
Voris, Harold C., Cook 
Vorisek, Eler A., Cook 
Vryonis, George, Champaign 
Vynalek, William J., Cook 


Wachs, Leonard V., Cook 
Wade, Chester, Cook 
Wadsworth, Harold V., Will 
Wagenseller, Samuel Miller, 
Macon 
Wagner, Arnold, Cook 
Wagner, David H., Cook 
Wagner, Jack, Cook 
Wagner, M. W., Cook 
Waisman, Morris, Cook 
Wakefield, William J., Macon 
Walbright, George W., Douglas 
Wald, Sidney Irving, Perry 
Walker, F. Earl, Cook 
Walker, Wayne R., Tazewell 
Walker, Wm. D., Washington 
Wall, Emmett D., Peoria 
Wall, John W., Cook 
Wall, Sidney I., Perry 
Wallace, James H., Cook 
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Wallace, John K., Marion 
Waller, James B., Macon 
Wallheiser, Laverne M., Cook 
Wallner, Linden J., Lake 
Walpole, Stewart H., Cook 
Walsh, Edmund N., Cook 
Walsh, J. A., Peoria 

Walsh, John J., Cook 

Walsh, Thomas G., Cook 
Walter, Jacob, Cook 

Walters, William H., Cook 
Waltman, Charles A., Cook 
Walton, Joseph E., Champaign 
Walzer, Israel, Cook 

Waner, Wm. L., Cook 
Wangelin, E. H., St. Clair 
Ward, Carl, Livingston 

Ward, Edward J., Peoria 
Ward, James A., Massac 
Warmolts, Lambertus, Ogle 
Warner, H. R., Winnebago 
Warren, Harry A., Champaign 
Warren, Irving A., Cook 
Warsaw, Eugene, Cook 
Warshell, Arnold H., Cook 
Was, Harold H., Cook 
Washington, John C., Cook 
Waskow, W. L., Winnebago 
Waskowicz, Aloysius T., Cook 
Wasserman, Reuben R., Cook 
Waters, L. C., Henry 

Waters, William I., McLean 
Wathier, L. N., Henry 
Watson, Ernest S., DuPage 
Watters, C. L., Henry 
Wattleworth, K. L., Jasper 
Waude, Sidney P., Cook 
Wayland, Thomas Z., Williamson 
Weatherly, J. A., Jackson 
Weaver, Thomas A. Jr., Greene 
Webb, Edward F., Winnebago 
Webber, Max W., Woodford 
Weber, Bernard A., Richland 
Weber, Eugene P., Richland 
Weber, Lawrence F., Richland 
Weber, Thomas L., Richland 
Webster, James Randolph, Cook 
Wedig, John H., Madison 
Wedral, Jerry W., Cook 
Weed, Vernon A., Coles 
Wegner, E. A., Cook 

Weidner, Morris R., Cook 
Weil, Nathan Jr., Cook ' 
Weinberg, Benjamin A., Adams 
Weinberg, Bernhard J., Cook 
Weinberg, Charles M., Cook 
Weinberg, Harry B., St. Clair 
Weinberg, Julius J., Perry 
Weiner, Harry I., Cook 
Weiner, Sam F,, Cook 
Weinfeld, Gus, Lake 
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Weinstein, Leonard, Cook 
Weinstein, Roy C., Cook 
Weinstein, Seymour, Cook 
Weinstein, William, Greene 
Weintraub, I. Irving, St. Clair 
Weir, Edgar W., Piatt 
Weisbach, Philip T. Jr., Cook 
Weisberg, William W., Cook 
Weisdorf, William, Cook 
Weiss, Eugene, Ogle 

Weiss, J. Allan, Cook 

Weiss, John M., Rock Island 
Weiss, Leon H., Cook 
Weissbuch, Mitchel R., Cook 
Weisskopf, Leonard H., Cook 
Weissman, Charles G., Madison 
Weissman, Irving, Alexander 
Weissman, Leonard H., Cook 
Weissman, Louis, Cook 
Welch, James K., Fulton 
Wellstein, A. W., Henry 
Welsh, Raphael J., Cook 
Wendorf, Albert, Cook 
Wendt, Alfred C. Jr., Cook 
Wente, C. F., Kane 

Werbel, Ernest W., Cook 
Werner, Wm., Tazewell 
Werth, Joseph, Monroe 
West, John Baldwin, Cook 
West, John F., Boone 
Westenberger, L. H., Cook 
Westmark, Carl, Cook 
Weston, Charles L., McDonough 
Wexler, Samuel, Logan 
Wharton, James D., Cook 
White, Harvey, Cook 

White, M. E., Kankakee 
White, Noland W., Marion 
White, Minor E., Kankakee 
Whitfield, Harvey J., Cook 
Whitmer, R. Glenn, Cook 
Wien, Norman A., Cook 
Wiener, Morton J., Hamilton 
Wigodsky, Herman S., Cook 
Wilburne, Morris, Cook 
Wiles, Isaiah A., Cook 
Wilkinson, Arthur W., Cook 
Williams, Edward V., Ford 
Williams, Ernest B., Cook 
Williams, Francis R., Cook 
Williams, Howard, Cook 
Williams, Jack, Clark 
Williams, Philip C., Cook 
Williams, Reden R. Jr., Fulton 
Williams, Robert E., Cook 
Williams, Silas W., Saline 
Williamson, Ben K., Adams 
Williamson, H., Vermilion 
Willis, David A., Cook 
Wilson, Arthur D., Greene 
Wilson, Clyde S., St. Clair 
Wilson, Earle Edward, Cook 
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Wilson, Ellsworth, Madison 
Wilson, Hugh, Lake 


§ Wilson, S. J., Champaign 


Wiltrakis, George A., Madison 
Wiltrakis, George G., Cook 
Windham, Samuel W., Greene 
Winer, Allen E., Cook 
Winograd, Alvin M., Cook 
Wittenberg, C. E., McLean 
Wloczewski, Joseph A., Cook 
Woerner, Charles A., Cook 
Wojcik, S. J., Lee 

Wojtowicz, Henry W., Cook 
Wolf, Alexander, Cook 

Wolf, Luther, Lake 

Wolf, William S., Cook 
Wolfarth, Alfred, Cook 

Wolfe, Albyn, Morgan 

Wolfe, Alfred S., Winnebago 
Wolff, L. H., Lake 

Wolin, Irving, Cook 

Wollak, Charles, Will 

Wolters, Simon L., Cook 
Wones, Edward Martin Jr., Cook 
Wood, George C., Clark 

Wood, O. M., Fulton 

Woodard, Lawrence E., Cook 
Woodford, Hackley E., Christian 


HONOR ROLL 


Woodworth, Philip R., DuPage 
Woody, Howard G., Cook 
Woolhandler, George, Cook 
Woolhandler, Harry V., 
Effingham 
Worden, Robert W., Cook 
Wormley, G. W., Winnebago 
Wright, Theodore S., Cook 
Wrist, Maurice, Kankakee 
Wrork, D. H., Winnebago 
Wunsch, C. L., Kane 
Wyness, John A., Sangamon 


Xavier, Frank K., Cook 


Yaeger, Harry A., Montgomery 
Yaffe, Bernard, Cook 
Yanowitz, Meyer, Cook 
Yazarian, A. Y., Vermilion 
Yeargin, C. E., Cook 
Yellen, Harry J., Cook 
Yesinick, Louis, Cook 
Yolton, Leroy W., McLean 
Yonker, William, Cook 
Young, Henry M., Cook 
Young, J. M., Henry 
Young, L. C., Christian 


Young, L. W., Wayne 

Young, Richard Hale, Cook 
Young, Samuel, Cook 

Young, Tommy R., Wabash 
Youngerman, W. M., Champaign 


Zarcone, V. P., Macon 

Zee, Maurice L., Cook 

Zeiss, Fred R., Cook 
Zelenik, John S., Lake 
Zelezinski, Leo A., Cook 
Zelik, William B., Logan 
Zeman, Alvin A., Cook 
Zeman, Erwin D., Effingham 
Zeman, Theodore C., Cook 
Zidek, Emil Richard, Cook 
Ziegler, D. F., Winnebago 
Ziffren, Sidney E., Rock Island 
Zimmerman, Lazar E., McHenry 
Zimmerman, Nathan, Cook 
Zimring, Allan J., Cook 
Zimring, William J., Cook 
Zollett, Phillip B., Cook 
Zolt, Nathan, Cook 
Zurawski, Walter F., Cook 
Zurfli, Clarence J., Cook 
Zweig, Mitchell, Cook 





News of the State 


COMING EVENTS : 


PERSONALS ° 


MARRIAGES - DEATHS 





The December 11th meeting of the Greene 
County Medical Society was held in Roodhouse 
at the Elm Inn. The speaker was Doctor Arthur 
E. Walters of Springfield who spoke on “Eye and 
Ear Conditions of Interest to the General Prac- 
titioner” which was of practical value to all who 
heard it. The lecture called out many questions 
and a prolonged and profitable discussion. Doc- 
tor Walter Stevenson of Quincy, Councilor, was 
present and participated in the program. 

The following officers were elected for the 
coming year: President, A. T. Robertson, M.D. 
of Roodhouse; Vice-President, D. R. Martin, 
M.D. of Carrollton; Secretary and Treasurer, 
W. H. Garrison, M.D.; Censon, C. O. Bulger, 
M.D. of Greenfield; Delegate, C. A. Billings, 
M.D. of Hillview to serve in the place of A. D. 
Wilson, M.D. who is now in the Armed Forces. 





Bert E. Caldwell, for fifteen years executive 
secretary of the American Hospital Association, 
has resigned, effective on the appointment of a 
successor. Dr. Caldwell has also been editor of 
the association’s publication “Hospitals” since 
its establishment seven years ago. Dr. Caldwell 
graduated at Barnes Medical College, St. Louis, 
in 1898. 





COMING MEETINGS 
January 12 — Effingham County — Benwood 
Hotel — 6:30 P.M. 
January 12 — Williamson County — Herrin — 
Herrin Hospital — Evening 
January 12 — Kankakee County — Kankakee 
— T2-:00 noon 
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January 14 — Crawford, Jasper, Clark, Law- 
rence — Robinson — Woodworth Hotel — 
6:30 P.M. 

January 14 — Champaign County — Chan- 
paign — 6:30 P. M. 

January 14 — LaSalle and Bureau Counties — 
Kaskaskia Hotel, LaSalle — 6:30 P.M. 

January 19 — Peoria Medical Society — Peoria 
— Evening 

January 20 — DuPage County — Elmhurst 
Community Hospital, Elmhurst — Evening 
—Alexander Brunschwig — Surgery 

January 21 — Marion County — Centralia — 
Evening — St. Mary’s Hospital 

January 21 — Livingston 

January 22 — Will-Grundy County — Joliet 
— Louis Joliet Hotel, Noon 

January 27 — Christian County — Taylorville 
— Evening 

January 29 — Will-Grundy County — Joliet 
—Louis Joliet Hotel — Noon 


MARRIAGES 
Raymonp J. McGann, Mount Sterling, Illinois, to 
Miss Mary Agnes Gray of St. Joseph, Missouri, re- 
cently. 





DEATHS 
J. W. Epwarp Brrrer, Quincy; University of Illinois 
College of Medicine, 1887. Practiced in Quincy for 
nearly 56 years. Died December 17, 1942 at the age 
of 79. 
FraNK HAMLIN BLACKMARR, Chicago; Hahnemann 
Medical College and Hospital, Chicago, 1897. Mem- 
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ber of the Radiological Society of North America, 
Inc.; on the staff of the Chicago Memorial Hospital ; 
Died September 16, 1942 at the age of 71. 


Joun Erskine Burns, New Dennison; St. Louis 
College of Physicians and Surgeons, 1902. Physician 
for 40 years for New Burnside and Creal Springs. 
Died December 23, 1942 at the age of 65 years. 


Atan D. CatHoun of the Alton Clinic, Alton; 
Washington University School of Medicine, 1933. 
Member of the teaching staff of Washington Uni- 
versity at Barnes Hospital. Fellow of the American 
Board of Ophtholmology. Died December 16, 1942 at 
the age of 35 years. 


Joun Puiip Gress, Chicago; Harvey Medical Col- 
lege, 1905. Junior Medical staff, St. Elizabeth’s Hos- 
pital. Died December 5, 1942 at the age of 80. 


WAM N. Goong, Chicago; University of Illinois 
College of Medicine, 1912. Died of heart attack De- 
cember 27, 1942 at the age of 55. 


James R. Greer, Danville; Rush Medical College, 
1912. Assistant professor at Rush and assistant physi- 
cian at the Presbyterian Hospital. Died December 2, 
1942 at the age of 64. 


Cuartes A, Hanpbiey, Brocton; Louisville Medical 
College, 1894. Retired two years ago because of ill 
health. Died December 13, 1942 at the age of 74. 


NaTtHAN J. HucuHes, Waverly; Cincinnati College 
of Medicine & Surgery, 1879. In 1929 was awarded 
a Fifty Year Pin by the Morgan County Medical 
Society. Died November 25, 1942 at the age of 88 
years. 


O. E. Matter, Maywood; Chicago Homeopathic 
Medical College, 1896; University of Illinois College 
of Physicians and Surgeons, 1904. Died December 3, 
1942 at the age of 70. 


WILLIAM MARKLE MILLER, Cabery; Rush Medical 
College, 1884. Had practiced in Cabery 58 years. 
Was given the gold award by the Illinois Central 
Railroad for 50 years’ service as railroad physician. 
Died December 14, 1942 at the age of 84. 


James T. MussELMAN, Paris; Louisville Medical 
College, 1879. Died December 17, 1942 at the age of 
88. 


NorMAN Pearson, Pontiac; Northwestern Univer- 
sity Medical School, 1901. Not in practice for some 
years. Died November 19, 1942 in Peoria at the age 
of 65 years. 


Rose ReapinG, Chicago; Bennett College of Eclectic 
Medicine and Surgery, 1886. At one time examining 
physician of the Juvenile Court. Died December 22, 
1942 at the age of 74. 


ALEXANDER P, Rogertson, Alton; St. Louis Uni- 
versity Medical School, 1913. Past president of Madi- 
son County Medical Society. Served overseas in 
World War No. 1 as First Lieutenant. Served as 
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City Health Commissioner, and was director of the 
Social Hygiene Clinic for 17 years. Died suddenly 
of a heart attack on November 20, 1942 at the age 
of 52. 


Harry EvuceNE TEASLEY, Robinson; Tulane Uni- 
versity of Louisiana School of Medicine, 1928. Major 
in the Medical Corps and recently stationed in Mem- 
phis, Tennessee where he was taking special training. 
Died suddenly of a heart attack November 27, 1942 
at the age of 40. 


Joun S. WaALLNER, Chicago; Illinois Medical Col- 
lege, Chicago, 1904. Died November 5, 1942 at the 
age of 67. 


James L. WELLs, Chicago; Harvey Medical College, 
1902. .For many years on the staff of Englewood 
Hospital. Practiced on south side for nearly 45 years. 
Died December 14, 1942 at the age of 72 years. 

James A. WriGHT, Morrison; Beaumont Hospital 
Medical College, St. Louis, 1887. Practiced in Morri- 


son for about 25 years retiring a year ago. Died No- 
vember 25, 1942 at the age of &4. 





TELLS HOW A SURGEON REMOVED 
LIVE SHELL FROM MAN’S THIGH 


The Regular London, England, Correspondent 
Of A. M. A. Journal Describes Hazardous 
Operation On An Air Raid Victim 


The courage of a surgeon who removed a live 
shell from the thigh of a man during a recent 
air raid on London is described by the regular 
London correspondent of The Journal of the 
American Medical Association in the December 
12 issue. The correspondent reports that: 


“In a recent speech Dr. Donald Hall, chair- 
man of the Royal County Hospital, told of a 
man brought to the hospital with a thigh injured 
during a recent air raid. Under the wound of 
entry a sharp pointed object could be felt. At 
the time of injury the enemy had dropped all 
their bombs and were headed home with their 
guns blazing. It was decided that the object 
therefore was not a bomb fragment and was 
thought possibly to be part of a fractured femur. 
X-ray examination, however, revealed that an 
unexploded cannon shell was embedded in the 
tissues. The bomb disposal unit was called and 
the officer identified the shell from the roent- 
genogram as of the armor piercing variety which 
explodes on impact. What was to be done? If 
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the shell exploded, at best the man would lose 
his leg, which would be shattered; very likely 
he would lose his life. If the shell exploded 
during the operation for its extraction, the sur- 
geon and every one in the operating room ran 
great risks, especially for loss of eyesight. The 
removal was necessary, danger or no danger. 
The patient was left in blissful ignorance and 
the surgeon, his assistant, the anesthetist and 
the nurses got to work. Swiftly and successfully 
the surgeon performed the most delicate and 
dangerous operation of his career and removed 
the shell. Within half an hour of leaving the 
ward the patient was back in bed. The name of 
the surgeon was not revealed. During the op- 
eration, according to this report, an assistant 
surgeon appeared at the door of the operating 
room to inquire what were his prospects for 
promotion to the senior staff !” 


es = 


The Jocular Jingles of C. G. F. 
by 


CAs G. Mm. D, 
Pie, IL. 











RESOLUTIONS 


Since our New Years resolutions are ac- 
cepted institutions, I suppose I ought to make 
myself a few. It’s a waste of time to make 
them, since I always promptly break them, 
yet I think I might perhaps keep one or two. 


But I want resolves less wasteful and dis- 
tinctly less distasteful than the resolutions I 
have heard or seen; where desires for work 
attack us, or we turn our backs on Bacchus, 
or divorce ourselves from Lady Nicotine. 


So I think that my solution of the New 
Years resolution, is to laugh more at merry 
things each day. For my journey is more 
sunny, through this world that is so funny, 
when I let my sense of humor lead the way. 


SEASONABLE SONNETS 
JANUARY 
We gaily start upon another year 


In boisterous way with much of noise and_ 


song, 
Then make fine resolutions which I fear 
Are far too fragile to endure for long. 


Outside in mountain ranges drifts the snow, 


We slither as we drive upon the street, 
Thermometers dejectedly sink low, 

We shiver from our occiput to feet. 

Yet this is when we play the best of golf 
Or raise fine gardens, by an open fire, 
By our imagination carried off— 
Performance does not circumvent desire. 


We stay indoors and moan when we must — 


move— 
The calendar is young, it should improve. 





SNOW 
The poets rave about the snow 
In chaste white flakes from heaven falling, 
Symbolic of all purity, 
The joys of childhood days recalling. 


I also rave about the snow, 

The poets point of view reversing, 
For all I see in snow is grief 

And vent my wrath in vicious cursing. 





CHANGE 


Our abode may change 

And our work may change 

And our pleasures change with the season; 
Our pursuits may change 

And our habits change 

And our interest change for no reason. 


Our religion may change 

And our politics change 

And our sins may change if we're clever? 
And our health may change 

AND OUR FRIENDS MAY CHANGE 


But our enemies last forever. 





Professor Paresis suggests that you never 
offer excuses, apologies nor explanations. 
Go ahead and get the job done and let who 
will complain. 
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